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Personal Study Plan
Academic Dossier
1. Dyspareunia and vaginismus: An integrated progressive model.
Aim: To critically review the literature on dyspareunia and vaginismus and generate 
an integrated model based on sound empirical findings.
Rationale: The literature on dyspareunia (pain on intercourse) and vaginismus
(muscular contraction of the vaginal wall on attempted penetration) has evolved 
separately although the traditional cognitive behavioural perspective on vaginismus 
implies previous pain on intercourse or genital contact. There has been a recent 
move to explain vaginismus as a symptom of wider psychological distress although 
behavioural treatment of the condition has been shown to be very effective. Recent 
advances in the understanding of dyspareunia also lend support to the cognitive 
behavioural model of vaginismus. It is, therefore, important to critically evaluate the 
evidence said to support the new perspectives if clients are continue to receive highly 
effective psychological treatment.
2. A critical review of the construct validity of ‘postnatal depression’ in men.
Aim: To examine the construct validity of the term ‘postnatal depression’ in relation 
to fathers.
Rationale: The relevant literature attests to a recent growth of interest in mood 
disturbances in men after the birth of their child. There has been an uncritical use of 
the term ‘postnatal depression’ in relation to men, which is not informed by a 
conceptual shift in the area of perinatal dysphoria in women. The implied distinct 
diagnosis of postnatal depression requires careful scrutiny. Whiffen (1992) 
suggested a framework for this task when she questioned the construct validity of 
‘postnatal depression’ in women. This area is particularly important, as low mood in 
fathers have been shown to have far reaching effects on the mental health of their 
offspring. Effective treatment may be offered by clinicians as they reach a clearer 
understanding of the phenomenon.
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Professional Dossier
The design, implementation and audit of an appraisal system for trainee 
Clinical Psychologists.
Aim: To design, implement and audit a new trainee appraisal scheme 
Rationale: The literature has identified two distinct approaches to appraisal -
performance appraisal and development review. Both of these are associated with 
risks and benefits in practice. They were evaluated carefully in order to design a 
scheme which clearly addressed the needs of trainee Clinical Psychologists whilst 
avoiding the pitfalls described in the literature. An audit of the scheme after 
implementation provided information on whether the appraisal was fulfilling the 
purpose prescribed and identified minor operational problems.
Research Dossier
A grounded theory approach to the investigation of the psychological process of 
vasectomy.
Aim: To generate a theoretical model of the psychological process of vasectomy 
grounded in the experience of vasectomised men.
Rationale: The literature on vasectomy has debated the impact of this procedure on 
mental health since it first became widely available as a contraceptive method in the 
1960s. There is an enduring concern that vasectomy poses a threat to manhood but 
this has been conceptualised in different ways over time. The result is a theoretically 
fragmented and inconclusive body of research. There is some evidence that chronic 
pain, sexual dysfunction and mood disturbance are associated with vasectomy and 
that the decision making process influences later adjustment. The generation of a 
theoretical model grounded in the experiences of sterilised men, situated in the 
current cultural milieu provided directions for future research and guidance to 
clinicians in adopting the most effective therapeutic approach to the amelioration of 
mental health problems after vasectomy.
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ACADEMIC DOSSIER
Dyspareunia and Vaginismus: An Integrated Progressive 
Model
This paper seeks to critically review and integrate the literature on two sexual 
dysfunctions. The task is important as recent developments in the field of physical 
medicine throw new light on the aetiology of both vaginismus and dyspareunia. 
Vaginismus is characterised by a spasm of the outer vaginal muscles preventing 
penetration. Dyspareunia simply means pain on intercourse. Recent literature alerts us 
to developments in both areas (e.g. Bartoi & Kinder, 1998; Meana, Binik, Khalife & 
Cohen, 1997) but an integrated review of the implications for both disorders does not yet 
appear to have been undertaken.
Much has been published on the problem of vaginismus. Kaplan (1974) states that, 
historically, the literature has moved from a traditional psychoanalytic explanation of its 
cause - unresolved penis envy and unconscious hostility towards men, towards a view 
that this is a conditioned reflex to the fear of pain, arising from prior experience of pain. 
The treatment of choice has advanced from psychoanalysis and/or surgical widening of 
the vagina towards systematic desensitisation to the experience of penetration. Although 
behavioural treatments have been shown to be extremely effective (e.g. Masters & 
Johnson, 1970), a shift of opinion (e.g. Kleinplatz, 1998; Ward & Ogden, 1994) in more 
recent years has led to suggestions that exploratory psychotherapy is the treatment of 
choice for vaginismic women.
DSMIV defines dyspareunia as pain on intercourse not caused by lack of lubrication. It 
may be diagnosed as either ‘biogenic’ or ‘psychogenic’. In practice the diagnosis of 
dyspareunia is problematic. It is extremely difficult to exclude lack of lubrication as a 
cause of pain on intercourse. The report of the patient may not be reliable and pain itself 
may cause a lack of lubrication. Fear of pain, rather than a reaction to pain itself, may
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also cause a lack of lubrication. A further difficulty is the private nature of the 
complaint. A GP may be tentative in approach and investigations may not be thorough. 
Dyspareunia, is often termed ‘psychogenic’ when no organic cause is apparent (Spence, 
1991). Dyspareunia and vaginismus are linked if one is convinced by the explanation 
that fear of pain on intercourse causes vaginismus.
It is this author’s contention that biogenic pain precedes vaginismus. Vaginismus is 
understood here as a fear of prior pain and any failure of behavioural treatment as likely 
to be due to a lack of resolution of an organic condition. To support this argument the 
literature on the aetiology and treatment of dyspareunia and the evidence for a 
behavioural understanding of the problem of vaginismus is reviewed here. Recent 
papers arguing the case for a humanistic, psychodynamic or feminist view of the 
aetiology and treatment of vaginismus are then examined in the light of empirical 
findings. A progressive, integrated behavioural model of dyspareunia and vaginismus is 
proposed which accounts for the more robust findings in the literature. Implications for 
treatment are discussed.
The research reviewed here refers primarily to British and American women. The 
influence of culture on vaginismus and dyspareunia is not addressed by the literature on 
sexual dysfunction although culturally determined practices e.g. female genital surgery 
may be particularly pertinent to the aetiology of biogenic dyspareunia.
The Aetiology of Dyspareunia
Even when a diagnosis of dyspareunia is made it may not be helpful in indicating a 
specific treatment. It is outside the scope of this review to look carefully at the literature 
on organic causes of dyspareunia. However, a very brief overview follows: Arbanel 
(1978) classified causes of dyspareunia in three ways:
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• Anatomic, including congenital malformations.
• Pathologic e.g. infections or endometriosis.
• Iatrogenic, which may be the result of genital surgery or the excessive use of 
medication.
Possible links to the psychological literature have been provided by Man, Kaufman, 
Brown & Adam (1992) who suggested overcleaning of genital tissue as a possible cause 
and McKay (1990) who was concerned that patients who overtreat candidiasis (thrush) 
with excessive applications of ointment may congest the vestibular glands, eventually 
causing pain. Goetsch (1991) identified the human papillomavirus, Group B 
streptococcus positive and the post partum as associated with dyspareunia developed 
after first intercourse. McKay (1989) notes that an isolated physical cause of vulvodynia 
(a persistent burning sensation) may be difficult to find if the genital symptom is a small 
part of a much wider syndrome affecting all urogenital sinuses. Similarly, Kelleher & 
Cardozo (1993) emphasised the need to consider the whole urogenital system in all cases 
of incontinence or dyspareunia. Solomons, Melmed & Heitler (1991) explored the 
presence of excess oxalate in the urine as a possible cause of pain whilst Brashear & 
Munsick's (1991) study looked specifically at pain caused by an obstruction of the 
hymen.
Recent work by a number of authors (e.g. Basson, 1995), has emphasised the role of 
vulval vestibulitis in causing dyspareunia. She examined a sample of 50 vaginismic 
women and found that 23 showed symptoms of vestibulitis. Goestsch (1991) examined 
210 women referred for help with general gynaecological problems, of these 43 
experienced pain on intercourse. A swab test led to a diagnosis of vulval vestibulitis in 
40 women.
In summary; there is no one organic syndrome associated with pain on intercourse, 
although vulval vestibulitis appears to be an important factor. Meana et al. (1997) 
specifically examined psychosocial antecedents of dyspareunia and found that their
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sample of 112 female sufferers of genital pain did not differ from norms given by 
Feldman, Feldman, Goodman, McGrath, Pless, Corsini, & Bennett (1991) for 
community samples in terms of psychopathology, marital adjustment, history of sexual 
abuse and attitudes towards sexuality.
The Medical and Surgical Treatment of Dyspareunia
The treatment of dyspareunia is also problematic, as Basson (1994) notes. For example; 
the least invasive treatment for vulvar vestibulitis is topical hydrocortisone but this is 
often not successful when the problem is longstanding. Sometimes removal of the 
vestibular skin is recommended but this, itself, can lead to dyspareunia (Friedrich, 
1987). Friedrich, in 1988, also looked at various drug treatments for vulvar vestibulitis. 
He found that pharmacological treatment was characterised by non-compliance, 
particularly when topical capsaicin was prescribed as this often caused a burning 
sensation worse than the original pain. McKay (1989) reported that the tricyclic 
antidepressant amitryptiline has been found to be effective in relieving dyspareunia. He 
postulated that this is due to its effect on the pain threshold. Again, he notes that this is 
not always helpful, particularly if patients are less than 40 years of age. Peckham, Maki, 
Patterson & Hafez (1986) suggested that about half of all vulvar vestibulitis patients 
experience spontaneous remission.
There is no straightforward answer to the problem of discovering an organic cause of 
dyspareunia and offering effective treatment. There is concern (e.g. Spence, 1991) that 
the difficulty in diagnosing dyspareunia and the likely cause of each specific 
presentation leads to an inaccurate diagnosis of ‘psychogenic’ dyspareunia. Spence cites 
Fordney (1978) who states that no organic cause could be found for 60-70 per cent of 
long-standing dyspareunia patients. These are then labelled psychogenic. Spence goes 
on to say that ‘we remain ignorant as to the causal mechanisms involved in psychogenic 
dyspareunia’ (p.75).
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The Psychological Treatment of Dyspareunia
The treatment of choice for those diagnosed as suffering from ‘psychogenic 
dyspareunia’ is normally that outlined by Spence (1991) - a cognitive behavioural pain 
management approach. The specifically sexual nature of the problem is addressed using 
sensate focus exercises and systematic desensitisation to pain provoking stimuli. There 
has been a recent surge of interest in the literature in the diagnosis and treatment of 
vulvar vestibulitis (e.g. Bergeron, Binik, Khalife, Meana, Berkley & Pagidas, 1997; 
Meana, Binik, Khalife, Bergeron, Pagidas & Berkley, 1997 and Meana et al., 1997) and 
there is evidence that psychological treatments for dyspareunia are effective (e.g. Glazer, 
Rodke, Swencionis, Hertz & Young, 1995). These authors emphasise the importance of 
pain management strategies and the need to treat dyspareunia as more than a purely 
sexual dysfunction. Although pain management training may be effective in helping 
those who suffer pain on intercourse there are problems with the diagnosis of 
‘psychogenic dyspareunia’:
• There appears to be no documented reliable evidence for the existence of 
psychogenic dyspareunia. Such a diagnosis is, therefore, unsafe.
• There is the possibly distressing effect of a psychological diagnosis on the patient. 
Meana & Binik (1994) quote Malleson (1954) who asserts that the sufferer 'must be 
helped to see for herself that hyperesthesia (pain) is a fiction and that the pain is of 
her own making' (p.266 in Meana & Binik). Goetsch (1991) noted that 38 subjects 
she interviewed and diagnosed as suffering from vulvar vestibulitis 'often wondered 
if they were unique or had a hidden emotional aversion to sex' (p. 161).
• The availability of the ‘psychogenic’ diagnosis may truncate investigations for an 
organic cause prematurely and preclude effective treatment.
Meana & Binik (1994) suggest a positive way forward in the assessment of dyspareunia. 
They note that few clinicians have focused on a detailed description of the pain and
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related symptoms. Identification of clusters of symptoms may lead to a greater 
understanding of the likely cause, and therefore the most appropriate treatment. Meana 
& Binik propose to end the distinction between dyspareunia and vaginismus and look 
carefully at the location, circumstances and duration of pain. These authors also 
commented that the factors which initiate pain may not necessarily be those which 
maintain it. This refreshing approach takes a step backward and acknowledges the need 
to accumulate data on dyspareunia before attempting diagnosis and treatment without 
empirical support.
The Aetiology of Vaginismus
There are currently several hypotheses regarding the aetiology of vaginismus 
representing a number of theoretical perspectives. Although a diagnosis of vaginismus is 
not as problematic as that of dyspareunia (as the muscular spasm may be observed on 
examination) the aetiological debate is crucial as the treatment approach indicated by the 
various positions is not likely to be useful unless the theory itself stands up to scrutiny. 
As previously stated, a behavioural model has informed many therapists in their 
approach to treating vaginismus. A review of the evidence supporting this model 
follows:
A Behavioural Perspective.
A behavioural model of vaginismus proposes that the involuntary muscular spasm of the 
outer third of the vagina preventing penetration is due to the fear of real or imagined 
pain, (Kaplan, 1974). This offers some explanation of the symptom but does not take 
our understanding of the condition very far. It implies a behavioural approach to 
treatment and systematic desensitisation, using gradually increasing widths of vaginal 
dilators (or the client's fingers). Sensate focus exercises, Kegel exercises and education 
also feature. The literature suggests that this is very often successful, in terms of helping 
clients enjoy pain free intercourse. Masters & Johnson (1970) worked intensively with 
clients suffering from vaginismus using a behavioural approach and reported a 98.8 per
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cent success rate at five year follow up. Unfortunately the conditions of their study are 
unusual as Masters & Johnson's clients were fee paying, residential and seen daily by 
male and female co-therapists. Their results are, therefore, difficult to test through an 
attempt at replication. Scholl (1988), however, reported a study of 23 vaginismus 
sufferers. Twenty completed behavioural therapy successfully and 19 of these were 
continuing their sexual relationships at one year follow up. Scholl found that more 
sessions were needed than those provided by Masters & Johnson, unless the motivation 
for therapy was pregnancy. Lamont (1977) describes the outcome of behavioural 
treatment of 66 clients presenting with vaginismus. Fifty-three subjects in this study 
achieved pleasurable intercourse after behavioural therapy. Hawton, Catalan, Martin & 
Fagg (1986) also report encouraging results for a group of 140 vaginismus patients 
attending a special clinic in Oxford. An 81 per cent success rate is recorded, with similar 
follow up data. Hawton & Catalan (1990) built on their work when they reported 
successful outcomes in 80 per cent of a further 30 couples receiving behavioural sex 
therapy for vaginismus. All positive outcomes were sustained at three month follow up. 
Of the 24 clients who completed the course of treatment 96 per cent achieved the 
Hawton & Catalan definition of success: 'problem resolved' or 'problem largely resolved 
although some difficulty still experienced' (p.45). The clearest predictors of positive 
outcome were completion of homework assignments at the third session and a low pre­
treatment rating of tension in the relationship by the female partner. This study also 
compared the 30 vaginismus sufferers with 76 clients presenting with other sexual 
dysfunctions. In the control group 51 per cent of couples successfully completed 
treatment, using the same criteria for success. Hawton & Catalan also found differences 
in relationship quality and personal history, noting that the experimental group reported:
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• Having had a shorter relationship.
• Having a better relationship.
• Communicating more easily during sex and generally.
• Having stronger religious beliefs.
• Fewer of the females had had treatment for psychiatric disorders.
• That they were less experienced sexually.
• Were younger.
• Reported enjoying sexuality more, both before and after therapy (female clients).
The therapists in this study, after assessment and before treatment, also were 
significantly more likely to rate these couples as more motivated to overcome their 
problem and more likely to achieve a successful outcome. More of the female 
vaginismus sufferers had previously masturbated and experienced orgasm than those 
presenting with other sexual dysfunctions. Hawton & Catalan speculate that the reasons 
for the high levels of resolution of vaginismus are the clients’ relative lack of 
psychological problems and the very specific nature of vaginismus. They conclude; 'we 
found little evidence to support the Masters & Johnson (1970) view that common 
(aetiological) factors include sexual trauma, partner sexual dysfunction or 
homosexuality' (p.46).
A behavioural understanding of the cause of vaginismus is also supported by the 
findings of Hawton & Catalan (1990) who noted that most sufferers from vaginismus 
can date their problem at least from first intercourse and often from earlier pain on 
tampon insertion, where there is a later onset this usually follows vaginal surgery or 
infection. This is consistent with the hypothesis that vaginismus is caused by anxiety
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and avoidance following biogenic pain. Hawton & Catalan agree that 'the conditioned 
fear model seems to be the most appropriate in understanding the maintenance of the 
problem' (p.40).
The behavioural model accommodates pain caused by abusive sexual experiences 
whether as adults or in early life. It is possible that prior pain due to coercion in one 
relationship leads to fear of pain and avoidance in subsequent relationships. Hawton and 
Catalan’s (1990) study suggested that women complaining of vaginismus, at least at the 
time of presentation to psychological services, enjoyed positive relationships in 
comparison to those of women presenting with other sexual dysfunctions but the 
question of relationship history as an aetiological factor remains unanswered. A number 
of authors have speculated that the related issues of sexual abuse in early life and the 
experience of stranger rape are important in the development in vaginismus and the 
evidence for this position will now be examined.
Challenges to the Behavioural Perspective
1. Past sexual trauma as a cause of vaginismus. A belief often held about the 
aetiology of vaginismus, and one which has great face validity, is that vaginismus is a 
response to past sexual trauma. Masters & Johnson (1970) cited this as a possible cause, 
amongst others. Silverstein (1989) reviewed the case histories of 22 of her clients who 
had been in psychotherapy and who had experienced vaginismus. She searched for 
family patterns in her records of therapy. Silverstein’s category of clients who had 
experienced prior ‘violation’ included four women who recalled sexual abuse by a 
brother and nine who reported traumas labelled ‘other’. The ‘other’ category included 
four women who recalled urethral injuries from medical treatments. It is not clear 
whether this was as well as a sexual trauma or whether iatrogenic problems merely 
occupied the same category as sexual trauma. Silverstein concludes that ‘Although not
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necessarily recalled the actual frequency of physical violation is probably close to 100 
per cent in women with vaginismus’ (p.203). Silverstein, herself, acknowledges that the 
methodology of her study is open to criticism, as reviewing her own records may not 
provide objective data. She does not, however, attempt to address this problem by 
comparing her sample with the incidence of past sexual trauma in a non-vaginismus 
population. Furthermore her assertion that 100 per cent of vaginismus sufferers are 
likely to have been subject to abuse is not well supported by her own findings, where the 
reported rate is either 59 per cent or 41 per cent depending on whether medical urethral 
damage is included. An examination of the empirical evidence for Silverstein’s 
conclusions follows:
Scholl (1988) studied 23 clients who experienced vaginismus and found that only one of 
these had been sexually abused. Bartoi & Kinder (1998) surveyed 175 students and 
found that there was no significant association between self reported vaginismus and 
sexual abuse in childhood or adulthood. Similarly, Marinoff & Turner (1987) did not 
find the incidence of rape and past sexual abuse to be significantly higher in vaginismus 
sufferers that in the general population. Other authors have reported a strikingly higher 
incidence of sexual abuse in clients presenting with other psychological problems. 
Friedman & Harrison (1984) report that 60 per cent of their sample of in-patients 
diagnosed as schizophrenic had been abused. Ninety per cent of a US sample of clients 
with multiple personality disorder were found to have been abused, in a study by Bliss
(1984), whilst Baisden & Baisden (1979) noted a similar proportion of abused women 
referred for a variety of sexual dysfunctions. Jehu (1988) describes a three year 
investigation into the effects of childhood sexual abuse for 51 women. Seven per cent of 
subjects experienced vaginismus and 27 per cent pain on intercourse. The prevalence of 
other sexual dysfunctions was much higher. In Bartoi & Kinder’s (1998) study sexual 
dissatisfaction and ‘nonsensuality’ were the most commonly reported problems reported 
by students who had been previously sexually abused.
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Reliable figures for the incidence of rape in the general female population are hard to 
find as rape appears to be underreported. A survey for Company Magazine in 1990 
found that 10 per cent of respondents had experienced sexual assault, but that only three 
per cent had reported this. Interestingly the 10 per cent figure is almost exactly the same 
as the incidence of rape reported by vaginismus sufferers in Ward & Ogden's (1994) 
study. The prevalence of sexual abuse is, again, difficult to identify. Baker & Duncan
(1985) interviewed a nationally representative sample of 1049 women in Britain. All 
were interviewed face to face and asked if they had been subjected to sexual behaviour 
by an adult when a child. Twelve per cent said 'yes' and 12 per cent refused to answer. 
These figures are lower than those suggested by studies in the USA and Canada. For 
example, Lewis (1985) telephone interviewed 1374 women in a random US sample. 
Twenty-seven per cent of those interviewed said they had been sexually abused.
It is possible that Silverstein’s results support a case for further enquiry, as her reported 
rates of prior sexual trauma are higher than in some studies, but the reliable evidence 
does not point to sexual trauma as an antecedent of vaginismus. Interestingly, 
Silverstein, herself, comments that the incidence of sexual trauma did not appear to be 
related to the outcome of psychotherapy for sufferers of vaginismus in her study.
2. Underlying psychopathologies as a cause of vaginismus. Shaw (1994) postulates 
that vaginismus is a symptom of lack of differentiation, where differentiation is defined 
as ‘functioning autonomously with emotional and physical maturity’. Here vaginismus 
is seen as acting as a physical barrier whilst the client is unable to establish her own 
interpersonal boundaries in an assertive way. Shaw defines her area of concern as 
‘primary vaginismus’ which she defines as occurring in someone who has not 
experienced sexual intercourse. She acknowledges the success of traditional treatments 
for ‘secondary vaginismus’, which she terms as first occurring after sexual experience. 
Her reasoning is that fear of pain may cause vaginismus in those who have already 
embarked upon intercourse but is unlikely to be a factor in those who have no sexual
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experience. Shaw doubts the efficacy of behavioural treatment in the case of a primary 
problem.
The first issue here is the problem of Shaw’s definitions. She terms ‘primary 
vaginismus’ as a separate entity and sees it as unlikely to be caused by the fear of pain as 
intercourse has not occurred. This does not take the findings of Goetsch (1991) into 
account. Goetsch interviewed 38 women who suffered pain on intercourse and found 
that 50 per cent had experienced pain on tampon insertion since their early teenage 
years, presumably predating sexual experiences. Goetsch also noted the median length 
of complaint to be 10 years. Although vaginismus refers to a muscular spasm rather 
than pain per se, Shaw may, therefore, be incorrect in assuming that fear of pain is not 
likely to be a factor in those who have not yet embarked on sexual activity. Further, the 
literature on vaginismus does not distinguish between ‘primary’ and ‘secondary’ 
vaginismus in demonstrating the effectiveness of a behavioural approach. Shaw 
assumes, but does not show, that a different approach is necessary if the problem occurs 
after first intercourse.
Secondly, Shaw does not base her assertions on a review of the evidence for a 
behavioural model of vaginismus. She merely sets out to challenge the usefulness of 
cognitive-behavioural treatment for vaginismus by proposing a new perspective. She 
states that vaginismus before first intercourse 'is about lack of self defined boundaries, 
not lack of sex' (p.48). She offers no evidence for this and criticises the goal of 
conventional behavioural therapy as giving messages to the client that: ‘Your vagina 
belongs to him (the partner). Let's help you do penis in the vagina intercourse. When 
you behave in the normal way we will consider the case successful’ (p.51, Shaw's 
italics). Shaw goes further: 'there is a coercion inherent in standard sex therapy 
practices' (p.49).
Other authors (e.g. Kleinplatz, 1998; Ng, 1999; Ussher & Baker, 1993) have shared 
Shaw’s concern that pain free intercourse as the goal of therapy is motivated by
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patriarchical and outdated views of female sexuality. These authors recommend a 
broader understanding of vaginismus as merely one expression of global psychological 
distress. Ng (1999) suggested that the term ‘Vaginopenetration Resistance Nervosa’ is 
more appropriate as it emphasises the connection she suggests to other forms of 
psychologically motivated somatic resistance. Kleinplatz (1998) emphasised the 
importance of ‘listening to the message’ of the pain with clients in the hope of 
understanding the proposed underlying psychological distress. She described adopting a 
existential-experiential model of psychotherapy in an attempt to avoid ‘goal oriented’ 
interventions. Ironically, there are likely to be ethical problems embedded in Shaw, Ng 
and Kleinplatz’s therapeutic practice if their empirically unsupported beliefs are clear to 
the client. It may be that considerable damage is done if the client, having developed a 
muscular spasm to protect her from a biogenic pain, realises that, in her therapist’s view 
at least, the focus of therapy is to acknowledge and address underlying psychopathology. 
Distress may be caused and time wasted in attempting to resolve the problem in this 
way.
3. Fear of intimacy as a cause of vaginismus. A study which attempted to learn more 
about the causal attributions made by vaginismus sufferers was performed in 1994 by 
Ward & Ogden. They analysed the results of 89 completed questionnaires, sent out to 
sufferers and ex-sufferers. Respondents rated 17 possible causes as most likely to have 
caused their vaginismus, often choosing more than one. The cause most often indicated 
as important was ‘fear of pain’ (74.2 per cent of respondents). The next most positively 
rated causes occurred in a cluster of about half the respondents who believed that being 
brought up to see sex as wrong, an early traumatic experience or being told that sex 
would be painful had contributed to the development of their condition. Respondents 
also rated statements relating to self esteem: 77.5 per cent of respondents said that they 
felt angry with themselves and about 60 per cent said that they often felt helpless or 
guilty. Interestingly, 58.4 per cent of respondents also said that ‘I feel I am a nice 
person’. The methodological problem here is that no similar questionnaires were 
distributed to women who did not suffer from vaginismus. It would be interesting to
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examine the responses of ‘healthy’ individuals and those who experienced a different 
problem to questions about having been brought up to believe sex is wrong, for example. 
The authors emphasise the feelings of low self worth reported by respondents but do not 
comment further on their finding that more than half of their respondents felt they were 
‘nice’ people. An analysis of participants’ comments about their family and peer 
relationships led the authors to conclude that lack of intimacy in close relationships was 
also a problem. Unfortunately they then make the leap to emphasising fear of intimacy 
as a cause and consequence of vaginismus without further work to control the study. 
This leads Ward & Ogden on to the conclusion that ‘It (vaginismus) should not be 
conceptualised as a psychosexual problem which needs to be cured but as a psychosocial 
experience’ (p.43). Ward & Ogden acknowledge that behavioural treatments for 
vaginismus are reliably reported to be very successful but state that this is because the 
definition of successful outcome is that the patient achieves sexual intercourse rather 
than emotional intimacy.
A concern here is that the conclusions reached by Ward & Ogden represent a bias 
towards their own perspective rather than an objective view of the findings of their study 
and those of other authors. Ward & Ogden’s respondents perceived ‘fear of pain’ as the 
most likely cause of their problem. This would suggest that a behavioural approach to 
symptom resolution through graded desensitisation to the feared situation is most likely 
to be helpful. The literature reviewed above suggests that this is indeed effective. Ward 
& Ogden stated that their participants viewed vaginismus as a problem they wished to 
resolve and yet these authors continued to recommend that any treatment avoid a 
specific focus on symptom resolution.
Approaches to Treatment -  Dictated by Client or Clinician?
Ward & Ogden (1994) assert that any treatment of vaginismus should match the causal 
attributions of the sufferer. Goetsch’s (1991) findings are relevant here, as she 
comments that of 38 women interviewed who had been diagnosed as suffering from 
vulvar vestibulitis many assumed that they had a yeast infection and ‘often subjects
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wondered whether they were unique or had a hidden aversion to sex’ (p. 1611). This 
illustrates the possibility that patients’ causal attributions are not necessarily the most 
reliable guide to treatment albeit within the context of dyspareunia.
Scholl's (1988) work with patients' attributions of the cause of vaginismus showed that 
15 of her 23 participants believed themselves to be anatomically defective. Eight of the 
participants had had previously unsuccessful genital surgery to alleviate vaginismus. 
Twenty of the 23 achieved enjoyable intercourse after behavioural treatment. Again, the 
lack of controls is a problem, although it is tempting to link the belief in genital 
defectiveness with failed surgery.
It appears that allowing the attributions of the sufferer to dictate the treatment approach 
is to dangerously abdicate one’s clinical responsibility. Clients may have had restricted 
access to accurate information when attempting to understand their condition. The 
clinician owes a duty of care to offer the most effective treatment.
The evidence so far available indicates that the most effective treatment for vaginismus 
is likely to be a cognitive behavioural package of education and exposure. A 
behavioural understanding of vaginismus is the approach which appears to be most 
reliable. Kaplan (1974), however, remarks that there is a case for the provision of other 
types of therapy when the client experiences problems in responding to behavioural 
treatment. This difficulty may be due to marital problems or previous trauma and 
require the appropriate therapy. This proviso does not require us to reconsider the 
evidence for alternative stances on aetiology as these difficulties are present in the non- 
vaginismic population and will not necessarily have caused the vaginismus.
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Summary
This review has integrated current thinking on two sexual dysfunctions, normally 
viewed as separate entities. It has showed that the literature on dyspareunia can often 
shed light on important aspects of vaginismus. Indeed Meana & Binik’s (1994) 
comment that poor methodology and a dearth of research in the area of dyspareunia has 
led to robust assertions of fact in the literature, based on little actual knowledge, seems 
to be at least partly relevant to the literature on vaginismus. The evidence supports the 
validity of a biogenic model of dyspareunia and an understanding of vaginismus as a 
response to the fear of pain. An integrated progressive model of the two conditions is 
now proposed which accounts for the most convincing findings reviewed here. See 
Figure 1.
An Integrated Progressive Model of Dyspareunia and Vaginismus
This model states that a two stage process is in operation. In all cases the first stage is 
biogenic genital pain. The second stage, vaginismus, may develop when the pain is still 
present or may follow its resolution. The fear and avoidance of penetration means that 
sufferer does not realise that the original pain has abated and the problem is maintained. 
This simple model also accounts for the curious finding (e.g. Dawkins & Taylor, 1961, 
Scholl, 1988, Ceylan & Kabakci, 1997) that women who experience vaginismus may 
have unassertive husbands - although the lack of controls is again a problem. Hence 
having a partner who does not prompt attempts at intercourse may lead to a continued 
avoidance pattern.
Further, the model accounts for Basson’s (1995) finding that 23 out of 50 vaginismic 
clients, examined by swab, showed symptoms of vulval vestibulitis. Behavioural 
treatment for vaginismus is shown to be effective. When successful resolution is not
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Figure 1. A Progressive, Integrated Model of Dyspareunia and Vaginismus.
Organic 
Cause of 
Pain
Memory of 
Pain
Avoidance
Anxiety
Symptom Free
Resolution of 
Organic 
Cause
Dyspareunia
Cause Not Resolved, 
Investigation 
 Required_____
Vaginismus
20
achieved one possibility is that the biogenic pain remains and requires further 
investigation.
The model is able to accommodate the influence of anxiety. Anxiety may be caused by 
earlier trauma or by negative parental messages about sex (e.g. Scholl, 1988), as anxious 
or psychologically damaged clients are, perhaps, most likely to avoid a situation 
perceived as painful. It is likely that the experience of dyspareunia and vaginismus will 
cause psychological distress which should be addressed as part of any treatment 
package. As Meana & Binik (1991) comment ‘the experience of pain with intercourse 
over a significant period of time creates a situation which is not reversed overnight with 
a surgical incision’ (p.270).
Treatment Implications
This model suggests that that all cases of reported genital pain should be assessed 
carefully, as Meana & Binik (1994) recommend. An organic cause should be assumed 
and treatment prescribed accordingly. If the client experiences vaginismus the first 
approach should an assessment for a continuation of organic disorder. The 
psychological approach to treatment should be behavioural in orientation, at least 
initially. Lack of success should lead the therapist to consider further investigations for 
an organic cause of continuing pain. The physician or therapist involved must be 
sensitive to the likely psychological sequelae of any, particularly longstanding, genital 
pain and an opportunity to address any relevant issues provided. Where medical 
treatment for dyspareunia is not successful a psychological pain management package 
may be beneficial.
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An Integrated Critical Review of the Construct Validity of 
‘Postnatal Depression’ in Men
‘Postnatal depression’ (PND) in men has increasingly become a focus of research, 
review and debate. Twenty-one articles on the topic have been published in the last 
10 years compared to four in the preceding decade. The literature on ‘postnatal 
depression’ in women, however, has evolved over a long period and represents a 
larger volume of research and comment (over 100 articles between 1980 and 1990). 
Although several studies have investigated the mood of both male and female 
partners during the perinatal period (e.g. Atkinson & Rickel, 1984) there has been no 
attempt to integrate the literature at a conceptual level. Whiffen (1992) examined the 
construct validity of ‘postnatal depression’ in women and found that it did not stand 
up to scrutiny. This has implications for the treatment of depressed women in the 
perinatal period which may be relevant to mood disturbance in fathers. The urgency 
of discovering the most effective approaches to the treatment of this client group was 
emphasised by Ballard & Davies (1996). They reviewed the evidence for the 
negative effect of depressed fathers on child development and conclude that 
difficulties in peer relationships and low self esteem are associated with having one 
depressed parent. When both parents are depressed the emotional problems in 
children are magnified (Goodman, Brogan, Lynch & Fielding 1993). Ballard & 
Davies argued that, by reaching an understanding of the emotional responses of men 
to the birth of a child, clinicians working with depressed fathers can facilitate change 
in the family system, improving the mental health of all members. Interestingly, they 
use the term ‘postnatal depression’ without qualification, suggesting that an 
integration of the literature on mood disturbance after the birth of a child in both 
women and men is timely and likely to be fruitful.
It is hoped that the inevitable shortcomings of a review integrating two bodies of 
knowledge, at different stages of development, will be justified by the value of any 
implications for treatment and directions for future research within the ‘younger’ 
field of ‘postnatal depression’ in men.
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Structure of the Review
The first section of this review summarises and simplifies the history and current 
position of the literature on PND in women. A closer look at the literature on men 
follows, which highlights methodological problems common to a number of studies 
and some problems encountered in the measurement of depression. The next section 
adopts the framework used by Whiffen (1992), when she examined the construct 
validity of PND in women, to pose the same questions of the literature on men. 
Implications for future investigations of male dysphoria after childbirth and tentative 
recommendations to clinicians conclude the review.
Terms of Reference
Throughout, the focus is specifically upon affective responses to parenthood, which 
fall outside the psychotic range. The ‘maternity blues’, a transient mood disturbance 
said to be experienced by women in response to fluctuations in hormones up to 10 
days after delivery (Kendell, 1985), is also excluded. The research reviewed here 
concerns only women and men based in the community in Britain or the USA unless 
otherwise stated. The impact of culture on the experience of PND in both men and 
women has not been addressed in the majority of studies. Thorpe, Dragonas & 
Golding’s (1992), however, emphasised the importance of the issue when they 
compared British and Greek couples’ reactions to pregnancy, childbirth and early 
parenthood. Their findings indicated that behaviour, particularly male behaviour, 
during the perinatal period is influenced by culturally specific norms. It is, therefore, 
important to be aware of the cultural specificity of the conclusions reached when 
reviewing the literature in the area of postnatal depression.
‘Postnatal Depression’ in Women
Postnatal depression has, until recently, implied an illness model of low mood after 
childbirth in women. Fluctuating hormone levels in the postpartum period were seen 
as the mediating factors (e.g. Dalton, 1980). In the last decade, however, there has 
been a radical change in the way the phenomenon is understood. Whiffen (1992)
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found that the implied distinct diagnosis from depression at other times of life lacked 
empirical support. She concluded that depression during the perinatal period differs 
only in terms of duration and severity and is best understood as an adjustment 
disorder. Green (1998) advanced the debate when she argued that the diagnosis of 
depression following childbirth was also problematic. Green suggested that studies 
excluding women who score below a threshold on measures of PND have 
impoverished our understanding of the area. She argued that the normal process of 
adjusting to (first time or subsequent) motherhood is characterised by fluctuating 
mood and argued that it is the meaning of the experience that is the most important 
focus of research if we are to reach a clear understanding of dysphoria after 
childbirth. A number of papers published recently have responded to this challenge 
and reported qualitative research in this area (e.g. Mauthner, 1999; Nicolson, 1999).
Postnatal Depression in Men
The difficulties of some men in adjusting to fatherhood were acknowledged in the 
early literature (e.g. Zilborg, 1931) and were mainly illustrated using psychoanalytic 
case studies (e.g. Freeman, 1951 and Cavenar & Butts, 1977). One exception to this 
was Hartman & Nicolay’s (1966) examination of the disproportionate incidence of 
men arrested for sexual offences during their partners’ first pregnancy. In the 
intervening years, the majority of studies in this area have been quantitative in nature 
and have examined prevalence, incidence and symptomatology. There have been 
some attempts to integrate the literature on ‘PND’ in women at a practical level (e.g. 
Thorpe, 1993) but it appears that some issues already addressed in this field, 
particularly methodological problems and the stringency of measures used to assess 
mood, continue to appear in the literature on men. It is not necessary to describe all 
the methodological problems of studies in this area as they are unremarkable and 
commonly associated with small scale quantitative research. They include a lack of 
controls, matched or otherwise, samples unrepresentative of the local population, 
lack of clarity about the focus of research in terms of the investigation of transition to 
first time or subsequent fatherhood, failure to test stated hypotheses and the use of 
unstandardised measures (e.g. Quadagno, Dixon, Denny & Buck, 1986). An
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examination of the widespread use of the Edinburgh Postnatal Depression Scale 
(EPDS) by researchers investigating male mood after the birth of a child is 
warranted, however, as it is relevant to the issue of prevalence examined later in this 
review.
The Edinburgh Postnatal Depression Scale as a Measure of Depression.
A number of studies of postnatal depression in men have used the Edinburgh 
Postnatal Depression Scale, with varying ‘threshold’ scores to indicate ‘caseness’ for 
depression (e.g. Ballard, Davis, Cullen, Mohan & Dean, 1994; Deater-Deckard, 
Pickering, Dunn & Golding, 1998; Thorpe, Dragonas & Golding, 1992; Woollett & 
Parr, 1997). Green (1998) has commented on the use of the EPDS in research on 
PND in women, saying that the scale was not designed as a research tool and is 
inappropriate in this context:
Indeed it is by no means unknown for researchers to slip into the short-hand 
of describing women scoring above cut-off as ‘depressed’ and those below 
‘cut-off as ‘not depressed’, even though, using a cut off between 12 and 13, 
33.3% of the first group will not be clinically depressed and 4.3% of the 
second group will be (p. 145).
Both Woollett & Parr and Deater-Deckard et al. used the 10-item version of the 
EPDS (Cox, Holden & Sagovsky, 1987), shown to have only a 52 per cent 
sensitivity to minor depression by Murray & Carothers (1990). Both used a cut-off 
score of 12 to indicate ‘caseness’ for depression. Ballard et al. (1994) chose the less 
widely used 13-item EPDS (Cox, 1986) in an effort to overcome this problem. They 
invited all those scoring above the cut-off and a sample of those scoring below it for 
interview. A diagnosis of depression was then made for those meeting the Research 
Diagnostic Criteria (RDC, Spitzer, Endicott & Robins, 1978) at interview. The 
sensitivity and specificity of the EPDS with this sample using a threshold score of 13 
is reported by Ballard et al. and was found to be less satisfactory for men than for 
women. In their experimental group of 200 women, 38 scored above the threshold 
for depression on the EPDS, 31 of these were interviewed and 22 met the RDC for
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depression. The comparable figures for men were: eight scored above the threshold 
score on the EPDS, all of these were interviewed and five met the RDC for 
depression. Ballard et al., however, go on to report their results in terms of those 
who reached ‘caseness’ on the EPDS although they factor in their own specificity 
and sensitivity figures when calculating the prevalence of ‘PND’. Green (1998) took 
the view that the EPDS is not a suitable diagnostic device as it is a continuous 
measure of self reported dysphoria rather than a tool for the diagnosis of clinical 
depression. She argued further, that the diagnosis of depression is not necessarily a 
useful first step in the investigation of perinatal mood disturbance, pointing out that 
wide variations in mood are obscured by the use of threshold scores. Green 
concluded that mood disturbances across a broad continuum are crucial to our 
understanding of affective responses to childbirth.
Summary.
Commentaries on the literature concerning perinatal dysphoria in women are of value 
in shaping investigations of male mood disturbance after childbirth. Specifically, 
conceptual and practical issues raised by the measurement of postnatal depression in 
women are also relevant to the literature on men. Whiffen (1992) has examined the 
fundamental issue of whether the ‘postnatal depression’ in women is a valid 
construct. Throughout the following section, which examines the parallel issue of the 
construct validity of ‘postnatal depression’ in men, Whiffen’s framework is adopted 
to support the analysis.
Construct Validity
The starting point of any examination of the construct validity of postnatal 
depression in men differs from a similar enquiry focussing on women. The medical 
model of a distinctive disorder mediated by hormonal changes during the perinatal 
period has underpinned the assumption that postnatal depression is a distinct 
diagnosis. Until very recently (Storey, in press) there has been no investigation of 
hormonal changes of men during pregnancy and early fatherhood which would form 
a basis for a medical model of PND in men. Storey’s research is interesting as she 
found that changes in men’s levels of prolactin, testosterone and cortisol mirrored
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fluctuations in their partners’ hormone levels during this period. The ‘impasse’ in 
medical research on PND in women (Nicolson & Woollett, 1998), however, arising 
from unanswered questions about the varied affective responses to early motherhood 
across women experiencing similar biological changes, suggests that a medical 
model of PND in men will have little explanatory power. In spite of this 
fundamental difference Whiffen’s (1992) examination of the prevalence, incidence, 
symptomatology and aetiology of ‘PND’ in women is an appropriate framework for 
the scrutiny of the construct validity of ‘PND’ in men. One cautionary note is 
warranted, however. Over 100 studies of ‘postnatal depression’ in women had been 
published in the decade preceding Whiffen’s work enabling her to exclude studies 
which did not use stringent criteria for the diagnosis of PND and those characterised 
by small sample size or methodological flaws. When she examined the issue of 
prevalence only eight of these studies met Whiffen’s criteria. Such rigour is not 
possible within the context of the much smaller body of literature on postnatal 
dysphoria in men. The comparable figure for the period 1980 to 1991 is 
approximately six papers published and a further 19 since then, two of these cross- 
cultural studies. This examination of the construct validity of postnatal depression in 
men, therefore, represents a necessary compromise if the lessons from a related field 
are to be learned at an early stage. The questions embedded in Whiffen’s 
deconstruction of postnatal depression as a distinct diagnosis in women were:
• Is depression more prevalent in the period immediately following the birth of a 
child?
• What is the incidence of depression in the postpartum period?
• Does postpartum depression present as a distinct disorder in terms of 
symptomatology, duration and course?
• Are the factors leading to vulnerability to postnatal depression distinct from those 
predisposing to depression at other times of life?
• Is there a distinct aetiology associated with postnatal depression?
The same questions will now be asked of the literature concerning ‘postnatal 
depression’ in men.
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Prevalence. The problems in measuring depression have been discussed above. The 
EPDS has high face validity (Green, 1998) and continues to be used. Deater-Deckard 
et al.’s (1998) longitudinal study of over seven thousand male partners of pregnant 
women used the 10-item scale found to have a low level of specificity by Murray and 
Carothers (1990). Whiffen excluded studies of postnatal depression in women from 
her review if they had not used more stringent criteria to diagnose depression. If the 
same approach is adopted here there are very few studies published within the past 
15 years to consider. Ballard et al. (1994), as described above, reported results for 
both the EPDS and the RDC for depression in their sample of 148 couples only for 
the second stage of assessment, six months postpartum. Using only the RDC 
measures of depression, 4 per cent of men were found to be depressed at six months 
postpartum. The comparable figure using EPDS as a diagnosis of ‘caseness’ 
tempered by specificity and sensitivity calculations was 5.6 per cent. At six weeks 
postpartum 7.9 per cent of recent fathers scored above the threshold for ‘caseness’ on 
the EPDS after specificity and sensitivity figures were factored into the calculation. 
This did not represent a significant difference from the level of mood disturbance in 
control fathers of older children at either stage.
Whiffen did not include research on postnatal depression in women using the Beck 
Depression Inventory (BDI) to assess depression (Beck, Ward, Mendelson, Mock & 
Erbaugh, 1961) in her review. She reported that three studies have found that a 
‘substantial proportion’ (Whiffen, 1992, p. 490) of participants scoring below the 
threshold scores on the BDI will be diagnosed as depressed using methods such as 
the Research Diagnostic Criteria for depression (Harris, Huckle, Thomas, Johns & 
Fung, 1989; Hopkins, Campbell & Marcus, 1989; Whiffen, 1988). This is, therefore 
a relatively insensitive measure of depression in post partum women and likely to 
under-represent the problem. Whether this criticism hold true for men is unknown 
Atkinson & Rickel (1984) used the BDI to assess the mood of 78 couples during 
pregnancy and at eight weeks postpartum. They found that 13 per cent of their male 
sample were depressed eight weeks after the birth of their child. They cite the work 
of Rees and Lutkins (1971) who also used the BDI to assess new fathers for
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depression as reporting similar results. One further study using measures not 
included in Whiffen’s review is that of Raskin, Richman & Gaines (1990). They 
acknowledged that the Centre for Epidemiological Studies Depression Scale (CES- 
D) developed by Radloff (1977) cannot diagnose clinical depression and stated that 
they intended to refer to their participants as ‘dysphoric,’ if they scored above the 
threshold of 16, throughout their paper. The authors do not resist the temptation to 
‘slip into the shorthand’ of calling participants above the threshold score ‘depressed’, 
however, and report their results in those terms. Raskin et al. assessed 86 couples 
before and after childbirth and found that 18 male participants (21 per cent) were 
dysphoric in the postpartum period. A control group of couples outside the perinatal 
period was not used.
The findings of research on the prevalence of depression in new fathers are 
inconclusive due to a paucity of recent studies using stringent criteria for the 
diagnosis of depression. Ballard et al.’s comparison of rates of male depression in the 
postpartum period with a control group of fathers of older children, however, 
suggested that there was no significant difference between the two groups. The 7.9 
per cent of men scoring over the threshold on the EPDS at six weeks postpartum, and 
the 5.6 per cent at six months, differs from the expected rate 2-4 per cent of men 
found to be depressed in a community sample (Robins, Halzer & Weissman, 1984; 
Surtees & Sashidharan, 1986) although measures are not directly comparable. Where 
only RDC measures of Ballard et al.’s participants are used the rate at six months 
falls to within the expected range (4 per cent). Figures for RDC measures of 
depression at six weeks post partum are not available. It may be, as Ballard & Davies 
(1996) suggest, that fathering young children up to pre-school age is associated with 
higher rates of depressed mood. The postpartum period, specifically, does not, 
however, appear to have a strong association with high rates of depression. Kendell, 
Wainright, Hailey & Shannon (1976) work supports this conclusion. They examined 
the records of over 2000 people experiencing mental health problems and found that 
the perinatal period, for male partners, was not associated with higher levels of 
depression than other times of life.
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Incidence. Depression is not necessarily more prevalent in men following the birth 
of their child but whether depression is more likely to begin during that period than 
at other times is a separate question. Five studies have investigated the incidence of 
postnatal depression in men by measuring mood before and after the birth of a child 
(Atkinson & Nickel, 1984, Deater-Deckard et al., 1998; Quadagno et al., 1986; 
Raskin, et al., 1990; Woollett & Parr, 1997 & Wilkinson 1999). The measures of 
depression vary between studies but all relevant research is included in this 
preliminary review as the scales used were consistent across participants and stages 
of data collection in each case. Those studies measuring only negative affect found 
no significant differences between prepartum and postpartum scores whether this 
was at eight weeks postpartum or six months after the birth. Two studies (Quadagno 
et al. and Wilkinson) measured both positive and negative mood changes and found 
that the period immediately following the birth appears to be characterised by a wide 
range of emotions, both positive and negative. Mood appeared to have stabilised for 
participants of both studies at six months following the birth at the level 
commensurate with that shown during partners’ pregnancy. This preliminaiy review 
of the incidence of postnatal depression in men suggests that there is no greater 
likelihood of onset of depression after the birth of a child than at other times.
Symptomatology. No research, as far as this author is aware, has directly compared 
the symptom profile of men depressed after the birth of their child and men 
depressed at other times. Whiffen & Gotlib (1993) examined this question in 
relation to women and found that the main differences were reduced suicidal ideation 
in postpartum women and slightly raised levels of anxiety. Ballard et al. (1994) 
compared the symptom profile of depressed fathers and mothers in the postpartum 
period, however. The symptoms experienced by women and men were similar, 
depressed mood and worrying being most common. Differences were apparent, 
however, in fathers’ greater loss of libido and in mothers’ greater irritability, 
muscular tension and morning depression. Ballard, Davis, Handy & Mohan (1993) 
examined anxiety and depression in 200 postpartum couples and found that male 
depression measured using the RDC was strongly correlated with RDC measures of 
anxiety in men but not in women. Ballard et al. (1994) cited studies of men depressed
35
at other times of life and based in the community (e.g. Brown, Craig & Harris, 1985) 
and concluded that the symptom profile of depressed men in the period after the birth 
of their child does not differ significantly. The finding that minor depression was 
more common than major depression in men at both six weeks and six months after 
the birth is consistent with Whiffen & Gotlib’s (1993) conclusion that depression in 
postpartum women is less severe that depression at other times of life. One 
interesting caveat is suggested by Hartman & Nicolay’s (1966) study of the relatively 
high incidence of sexual offences in men who are expecting the birth of their first 
child. It may be that research examining a wider range of psychological disturbances 
in the postpartum period for men will add to our understanding of the difficulties 
men face during the transition to fatherhood.
In terms of the duration of depression in new fathers it appears that a relatively short 
episode of depression is more likely in the postpartum period than at other times. In 
Ballard et al.’s (1994) sample of 200 fathers there were only three ‘cases’ of 
depression suggested by the EPDS at both six weeks after the birth and six months 
later. This is consistent with research on the course of perinatal depression in women 
(Whiffen & Gotlib, 1993). One point made by a number of authors, however, is that 
a delayed onset of depression in men after the birth of their child is possible (e.g. 
Raskin et al, 1990; Woollett & Parr, 1997). Ballard et al’s results also support this 
suggestion as they found five men who scored above the threshold on the EPDS at 
six months had not done so in the weeks following the birth.
Research on the symptoms of dysphoria in men after the birth of their child is at a 
preliminary stage but the indications are that symptoms are similar to depression in 
men at other times of life but less likely to be severe and enduring. It is important to 
assess for a wide variety of psychological problems when investigating emotional 
distress in men and it may be that the particular concerns of fathers are activated 
some months after the birth.
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Vulnerability. Several factors have been suggested as predisposing men to affective 
disorder in the postnatal period. For example, partner’s depression (e.g, Ballard et 
al., 1994; Deater-Deckard et al., 1998; Harvey & McGrath, 1988 ), depression before 
the birth (e.g. Atkinson & Nickel, 1984), and unemployment (e.g. Ballard et al.). 
Deater-Deckard et al.’s large scale study found that fathers in step families were 
more likely to report ‘caseness’ on the EPDS than those in traditional families. The 
factors associated with increased risk among stepfathers were less social support, 
smaller social networks, more life events in the perinatal period and a relationship 
with their partner characterised by aggression. Deater-Deckard et al. hesitate to 
assume a causal relationship between depression and the associated factors, 
suggesting that the interaction may be more complex. Mauthner (1998) emphasised 
the value of caution in assuming causal links when she investigated the role of the 
quality of relationship in the development of perinatal dysphoria in women. She 
found that the quality of the relationship often deteriorated as depressed spouses 
withdrew emotionally from their partner, leading to increasing distress to the non 
depressed spouse.
Previous psychiatric morbidity has been found to be a predisposing factor for 
perinatal dysphoria in women (Whiffen, 1992) but investigations of male mood after 
the birth of a child have not collected this data. Franche & Mikail (1999) suggested 
that previous perinatal loss is associated with depression during pregnancy for both 
men and women, although it is unclear whether the effect continues to be an 
influence after childbirth. Ballard et al. found that women were significantly more 
likely to be depressed at six weeks post partum if they had had a previous 
termination of pregnancy. This association did not hold true for male partners, 
however.
The factors noted by various authors as associated with the development of low 
mood after the birth of a child have often been found to be associated with 
depression in community samples at other times of life. For example, unemployment 
is well established as associated with depressed mood, particularly where job 
satisfaction was a feature before job loss (Murphy & Athanasou, 1999). Depression
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in partners is also widely believed to be associated with psychological distress (e.g. 
Fadden, Bebbington & Kuipers, 1987) and restricted social support and has been 
associated with depressed mood in community samples (Brown & Harris, 1978). 
The association between depressed mood and ‘life events’ in Ballard et al.’s study 
may suggest a factor important in the aetiology of depression after the birth of a child 
in men, rather than a vulnerability factor.
Aetiology. The principal precipitating factors of episodes of depression in fathers of 
newborn babies are not yet known. The ‘life events’ associated with ‘caseness’ on 
the EPDS for Ballard et al.’s sample of men, for example, may be confounded by 
events such as redundancy. One study has examined the rates of post traumatic 
stress disorder in women after childbirth (Lyons, 1997) and found it to be associated 
with ‘caseness’ on the EPDS. It appears, however, that men are much less likely to 
be adversely affected by participation in the delivery of their child and tend to view 
the experience positively (Woollett & Parr, 1997), although one of the 106 male 
participants in Woollett and Parr’s study reported feeling ‘traumatised by the 
experience’ (p. 171). The literature cannot provide information, at this stage, on 
whether the aetiology of depression in men after the birth of a child differs from the 
aetiology of depression at other times of life. There is no reason to suppose that such 
a difference exists.
Conclusion
When the literature on depression after childbirth in men is reviewed a number of 
problems are encountered. The paucity of relevant literature, prevalence of 
methodological problems and lack of stringent measures of depression restrict the 
validity of any conclusions reached. The indications are that the construct ‘postnatal 
depression’ in men is not valid, however. There is no reason to believe that 
depression is more prevalent in men after the birth of a child or that there is a greater 
incidence of depression during this period. The symptoms of depression experienced 
by men at this time appear to be similar to those in community samples of a similar 
age but to be less severe and enduring. Vulnerability factors for depression after the 
birth of a child are similar to those for depression at other times and there is little
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information available on distinctive aetiologies. The results of this examination of 
the construct validity of postnatal depression in men are consistent with Whiffen’s 
conclusion that postnatal depression in women differs from depression at other times 
of life only in terms of symptom severity and duration.
The importance of understanding male dysphoria in the perinatal period and offering 
appropriate therapy is emphasised by Carro, Grant, Gotlib & Compass, (1993), 
however. They noted that fathers’ symptoms of depression one month after the birth 
of their child predicted childhood emotional adjustment at 2-3 years of age. As the 
indications are that depression in the perinatal period does not differ from depression 
at other times it recommended that treatment approaches, such as cognitive 
behaviour therapy, found to be effective across the lifespan (Roth & Fonagy, 1999), 
be employed with this client group.
The integration of the literature on male and female mood disturbance during the 
perinatal period has proved profitable and offers suggestions for the direction of 
further work investigating dysphoria in fathers of very young children. Wilkinson’s 
(1999) work is particularly interesting as it emphasises the multidimensional nature 
of the transition to parenthood for both men and women. Kraemer (1994) called the 
transition to fatherhood ‘a crisis’ and described his own challenging transformation. 
He argued that the complexity of the experience was not yet fully understood. A 
number of authors have adopted a quantitative, cross sectional approach to research 
into the experience of first time fatherhood, using standardised questionnaires and 
structured interviews (e.g. Palkovitz & Copes, 1988). This does not, however, 
address the implication that the ‘transition’ to fatherhood is a process, presumably 
progressing through several stages to adjustment. Where studies have taken a 
longitudinal approach this has, again within the quantitative paradigm, focussed on a 
specific aspect of parental adjustment, e.g. Cox, Paley, Burchinal & Payne’s (1999), 
study of couples’ problem solving ability at three, 12 and 24 months after the birth of 
a first child.
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A ‘wide net’, designed to identify the variety of subjective experiences associated 
with the transition to fatherhood, is an alternative to restricting the number of 
variables studied across time. Creswell (1998) argues that ‘knowledge is within the 
meanings people make of it’ (p. 19) and argues for qualitative methodologies as 
appropriate tools for investigating the ‘emotion-laden’ and issues particularly 
relevant to gender and culture. Three authors have taken a grounded theory approach 
to the exploration of the transition to fatherhood. Unfortunately all are small-scale 
studies designed to address one particular aspect of the process. Donovan (1995) 
looked at men’s experience during their partner’s pregnancy, Daley (1993) examined 
the issue of fathers as role models to their young children and Hall (1994) 
interviewed dual-earner couples about role re-negotiation following the birth of their 
first child.
Future research on the transition to fatherhood is important to guide clinical 
interventions where the adjustment to parenthood is problematic. Although there is 
little evidence to suggest that depression is more likely in men after the birth of their 
child there is a particular urgency to offering appropriate treatment as the quality of 
fathering is an important influence on the emotional development of young children. 
The ‘wide net’ of a large-scale qualitative longitudinal study of the transition to 
fatherhood appears to be the approach most likely to provide a sound understanding 
of the process.
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PROFESSIONAL DOSSIER
47
The Design, Implementation and Audit of an Appraisal 
System for Trainee Clinical Psychologists.
Introduction
This account of professional work describes the design, implementation and audit of 
an appraisal scheme for trainee Clinical Psychologists. The existing procedures for 
monitoring the progress of trainees through three years of clinical training are first 
outlined then the challenges to the status quo are described. These are presented as 
challenges at a micro, meso and macro levels. Recognition that change was required 
led to a consideration of the types of appraisal system available to meet these 
challenges. The benefits and risks associated with two such approaches, performance 
appraisal and development review, are discussed and the system eventually chosen 
and implemented is outlined. The new appraisal system was evaluated informally 
after one year of operation and modified. This modified system was audited one year 
later. The method and results of the audit are described and the implications for the 
future development of the trainee appraisal scheme conclude the account.
Existing Methods of Monitoring Trainee Progress.
Trainees’ progress throughout their three years of training is monitoring and 
facilitated in a variety of ways. Most contact with course staff, after an initial 
induction period of one month, is focussed on placement and research requirements. 
Trainees also have access to a ‘personal tutor’ system which is run by local Clinical 
Psychologists external to the course team and is designed to offer confidential 
personal support throughout the course.
There are four core placements and one longer elective specialist placement. 
Placement goals are derived from competencies for the relevant specialism set at 
national level and trainees are coached towards meeting these goals by their 
supervisor. Clinical tutors normally visit three times per placement although there is
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little continuity of contact with course staff, as each tutor is associated with only one 
placement. Trainees also meet research staff to discuss their progress in relation to 
the final year dissertation. At the end of each placement supervisors assess trainees’ 
clinical competence and professional behaviour and the trainee is judged to pass or 
fail that placement. Trainees are also required to pass two or three pieces of assessed 
academic work per placement, depending on their year of training. All feedback on 
trainee performance is collated by the clinical tutor most recently in contact with a 
trainee and any concerns are discussed with the staff team. Remedial action is 
planned where necessary. Informal contact between staff and trainees occurs only 
occasionally as opportunities for this are restricted by the geographically distant 
placements and staff offices.
Challenges to the Existing Approach to Monitoring Trainee Progress
The methods of monitoring trainee progress described above remain in place but by 
1996 it became clear that these procedures were not sufficient. Concerns arose on a 
number of levels. Pilgrim & Rogers (1999) suggested a three tier framework for 
understanding the influences on phenomena within the field of mental health. The 
tiers are termed ‘micro’, referring to local and personal influences, ‘meso’ or national 
and cultural factors and ‘macro’ or global and transhistorical issues. Their 
framework is flexible and provides a structure which ensures that the clinician 
acknowledges complex influences on a given phenomenon. Pilgrim & Rogers’ 
framework was used to understand the challenges to existing methods of monitoring 
trainee progress.
Challenges at a ‘micro’ level. At a local level, the expansion of course concerned 
over recent years has presented a challenge to existing systems. The course has 
grown since its inception in 1976 from a total of 12 trainees per three year training 
period, managed by one part time course director, to an annual intake of 11 trainees 
managed by four whole time equivalent clinical or research staff and two 
administrators. This expansion led to the search for new placements and the course 
now provides placements and teaching sessions over a very wide geographical area. 
One additional change has been the move, in 1993, from awarding the British
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Psychological Society Diploma in Clinical Psychology to awarding a Doctorate in 
Clinical Psychology.
Communication between course staff and trainees formerly operated along informal 
lines and continuity of professional relationships was possible when the same staff 
member visited all placements within in a limited geographical area. The course had a 
reputation for supporting trainees in a ‘family’ atmosphere but this was no longer 
possible or appropriate by 1996. Existing methods of monitoring trainee progress 
could not provide continuity or an overview of the trainees’ progress through three 
years of training.
Challenges at ‘meso’ level. The British Psychological Society’s Membership and 
Qualifications Board (MQB) governs training in Clinical Psychology. Criteria for the 
accreditation of courses are set by its Committee for Training in Clinical Psychology 
(CTCP). One such criterion is the requirement to operate a trainee appraisal scheme, 
as the guidelines state:
12.1 Courses should have a system for monitoring trainees’ progress in 
clinical, academic and research work and in developing professional roles. 
This monitoring should look at trainees’ work as a whole and lead to guidance 
on future development including both specific goals and career guidance.
12.2 Trainees should be helped to identify their continuing professional 
development needs throughout the Course and, towards the end of the Course, 
be encouraged to consider how best to meet their CPD following completion 
of the Course
(Membership and Qualifications Board, Committee on Training in 
Clinical Psychology (1995) p. 12).
This represented a challenge to the existing method of monitoring trainee progress on 
the course concerned at a ‘meso’ level, as there was no trainee appraisal scheme in 
operation at the time. During preparation for the projected visit of the CTCP 
accreditation team to the course in October 1997 the need for such a scheme, or a
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clear decision not to implement such a scheme for identifiable reasons, became 
apparent.
Influences at a ‘macro’ level. At a global level changes have occurred which have 
influenced workplace communication. Townley (1989) and others have argued that 
there has been a spread and intensification of capitalism and that this has resulted in 
an expectation that employees will provide more ‘value’ for the benefits received. 
The traditional regulation of worker behaviour through close supervision does not 
facilitate this intensification, however, as organisations increasingly value 
autonomous and flexible specialist workers who may share little common ground 
with line managers. Performance appraisal schemes have been seen as one human 
resource management tool in accord with the aims of capitalism (Legge, 1995) but 
have been used to manage only relatively senior employees until recently. Long 
(1986) found that performance appraisal schemes now include employees at all 
levels. She sees this change part of the move to increase and monitor workforce 
efficiency, whilst fostering autonomy.
Pilgrim (1999) suggests that ‘quasi-marketization’ is now a feature of the National 
Health Service. This has led to an increasing pressure on Clinical Psychologists, as 
relatively expensive employees, to identify a ‘unique selling point’ to justify growth 
in the profession and security of employment. As Clinical Psychologists become 
more specialised in order to offer a level of service unmatched by other mental health 
professions ‘hands on’ management of their work is less appropriate. The move 
towards specialism and autonomy in Clinical Psychology within the context of the 
quazi-marketisation of the NHS suggests that an appraisal scheme may be an 
appropriate way to manage the performance of trainees.
Summary of the Challenges to Existing Procedures to Monitor Trainee Progress
At a micro level, the expansion of the course was a crucial factor in determining a 
need for a trainee appraisal scheme. At a ‘meso’ level the changing nature of Clinical 
Psychology as a profession and the constraints placed on training courses by the 
Committee for Training in Clinical Psychology were influential. The move towards 
increasing formal controls on employees in a wide variety of organisations (Legge,
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1995) and the formalisation of workplace communication (Townley, 1989) were both 
important influences at a ‘macro’ level.
Identification of the Shortfalls in Existing Procedures
Existing methods of monitoring trainee progress throughout the three years of clinical 
training on the course did not meet the challenges presented at micro, meso and 
macro levels. The shortfalls in existing procedures fall into two main areas. The 
challenges at micro and meso levels suggested that a regular review of the training 
and development needs of trainees as they progressed through the course, preferably 
by the same staff member, was necessary. The challenge at a macro level indicated 
that a formal performance management system was required to supplement the 
existing focus on achieving the goals set for each separate placement. These two 
possible foci of an appraisal system are referred to hereafter as ‘development review’ 
and ‘performance appraisal’. The first step in implementing a trainee appraisal 
scheme for the course was to choose one of these approaches.
Although there is some overlap between the two (performance appraisal also requires 
that current training needs be identified) the focus of the meeting is different. 
Performance appraisal is appraiser led while development reviews are typically 
employee led. The aim of employees in a performance appraisal is to demonstrate 
capability and the achievement of targets. It is not, therefore, expected that problems 
in meeting performance criteria will be discussed. Conversely, the employee aim in a 
development review is less to avoid a negative evaluation and more to facilitate a 
planned approach to maximising their professional potential. Randell, Packard & 
Slater (1984) recommend that only one of these broad issues be addressed during 
appraisal as attempting to judge performance and facilitate the identification of 
training needs may lead to conflicting roles for the appraiser and confusion for 
appraisee. In order to consider the relative merits of the performance appraisal and 
development review approaches to the appraisal of trainee Clinical Psychologists the 
benefits and risks of each were examined with reference to the literature.
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An Analysis of the Risks and Benefits Associated with two Styles of Appraisal.
1. Performance appraisal. Ethical problems exist in relation to performance 
appraisal, as the process is said to be influenced by manager and employee positive 
bias. Long (1986) commented that:
4 Whatever else it might be performance appraisal is a personal event 
between two people who have on ongoing (hierarchical) relationship’ (p.l 1).
Townley (1989) added:
'Although the procedure might be bureaucratized and systematically carried 
out this does not render the evaluation systematic, predictable or objective’ 
(p. 105).
The assumption that employees representing their own performance to a line manager 
will be completely honest in their self-assessment has been questioned for many 
years. Campbell & Lee (1988) found that employees typically overestimate their own 
performance, adding support to George’s (1986) suspicion that performance appraisal 
in the public sector is characterised by impression management on the part of the 
employee. Recent research by Fried, Levi, Ben-David & Tiegs (1999) suggests that a 
positive bias is also shown by appraisers. They found that a tendency to form 
negative opinions of employees, high visibility of the appraisal process within the 
organisation and high levels of appraisal documentation predicted an inflation of 
employee ratings. Longenecker, Sims & Gioia (1987) supply possible reasons for the 
tendency of some managers to inflate their ratings of subordinates, these include: to 
avoid creating a written record of poor performance, to avoid confrontation with a 
difficult employee, and to encourage an employee who has shown recent 
improvement. In order to circumvent this problem some organisations have 
experimented with the 4360 degree* feedback on performance for appraisal purposes. 
Here feedback on performance is sought from several, targeted sources. Fletcher 
(1998) notes that accuracy of feedback is, again, an issue. He found that 35 per cent 
of raters changed their assessment of an employee when it became clear that an 
evaluation of performance was the purpose of the feedback rather than information to
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be used at development review. Fletcher also cautions that the process of collecting 
360 degree feedback for regular appraisal meetings is labour intensive.
There are benefits to be derived from a performance appraisal approach to appraisals, 
however. One of these is the opportunity to ‘manage’ the employee who may operate 
autonomously by communicating the standards of professional behaviour expected by 
the organisation. The clarity of these expectations is of benefit to the employee as role 
ambiguity has often been shown to be the most potent source of stress for senior staff 
(e.g. Margolis, Kroes, & Quinn, 1974).
2. Development review. Development review styles of appraisal have also 
been criticised. Randell et al. (1984) found that appraisees rarely actively participated 
in the review of their own development needs. They also noted this pattern in 
appraisal training; appraisers commonly received training in their role whilst this was 
not normally available to appraisees. Finally, although plans were made to offer 
appropriate training to the appraisee after the meeting they found that this plan was 
rarely a starting point for action.
The main benefit of development reviews to the trainee is the opportunity to reflect 
on their evolving professional interests and areas of particular difficulty in a 
supportive environment. They also are able to take a developmental approach to their 
evolving skills and plan opportunities to maximise their potential. One possible result 
would be a request for extra-curricular training. Course staff benefit from obtaining a 
clear and frank picture of the trainee’s progress as they move towards qualification. 
Accurate information can facilitate the planning of effective teaching programmes 
and placement experiences.
The literature suggests that both models of appraisal must be implemented carefully 
to avoid associated pitfalls. ‘Performance appraisal’, however, appeared most subject 
to concerns about reliability and face validity. A further disadvantage was the 
emphasis of ‘performance appraisal’ on evaluation. It was considered that an 
additional performance evaluation procedure in a climate of continuous assessment 
was likely to place a burden on levels of trust developing between trainee and course
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staff. It was also considered likely that problematic performance would be identified 
by existing procedures before an annual or biannual appraisal was due. The 
development review model of appraisal, however, met challenges presented at the 
micro and meso levels by offering staff an overview of trainee progress over three 
years and trainees the opportunity to identify their individual training needs within a 
supportive relationship.
The ‘development review’ model of appraisal was chosen as the most appropriate 
approach to a trainee appraisal scheme for the course concerned. The cautionary 
notes in the literature indicated that particular attention should be paid to trainee 
active participation in both appraisal and appraisal training and that action taken on 
any plans made during the meetings should be monitored. Staff and trainees indicated 
that confidentiality and the time cost involved were also important issues.
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Design and Implementation
Issues arising from the literature and preliminary discussions with trainees and staff 
members influenced the format of the planned development review for trainees. 
These are listed below associated with the appropriate design features.
Active Participation of Trainees in Both Appraisal Process and Training.
Process. To facilitate trainee involvement the development review was designed to 
take part in two stages, preparation and meeting. (Please see Appendix 1 for a copy of 
the documentation supporting each phase). At the stage of preparation the trainee 
received a blank copy of ‘Form A’ for completion. This guided the trainee to 
consider their strengths and needs, progress made towards goals set at last appraisal 
and any feedback on their strengths and needs obtained from colleagues over the 
previous six months. Trainees were then asked to consider appropriate goals for the 
six month period ahead. This form was designed to be for the eyes of the trainee only 
and a copy was not to be kept by course staff. At the stage of the appraisal meeting 
the appraiser was asked to prompt the conversation using headings on a separate, 
blank ‘Form A’. Trainee and staff member then established up to three goals which 
would facilitate action to improve performance and develop skills and interests. 
These goals were entered onto an action plan (‘Form B’) during the meeting. Goals 
were clearly expressed under the headings: ‘objective’, ‘steps to be taken’, ‘by 
whom’, ‘timescale’ and ‘success criteria’. Both appraiser and appraisee were asked to 
keep a copy of ‘Form B’.
Training. Before the implementation of the new trainee appraisal scheme, staff and 
trainees joined in an ‘awayday’ to introduce the procedure. After a presentation on 
the purpose and format of appraisal all participated in an exercise in pairs to complete 
preparation forms and role play an appraisal meeting. Concerns raised were noted 
and led to slight modification of the scheme. These concerns were confidentiality 
(trainees) and time cost (staff). All trainees receive training in the use of the appraisal 
procedure as part of their induction to the course and staff awareness of the process
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and the consistency of operation of the scheme is reviewed annually, leading to 
training where necessary.
Confidentiality.
The preparation stage of appraisal was designed to be personal and private to allow 
the trainees to review their own strengths and needs without constraints. The intention 
was that the issues raised during preparation would be discussed with the appraiser 
following an explanation of the limits of confidentiality, governed by the British 
Psychological Society Professional Practice Guidelines (1995), at the beginning of 
each meeting. Trainees could, therefore, choose the level of openness of the 
discussion. Where it appeared important to share information discussed during 
appraisal with others e.g. when health problems led to difficulties on placement, 
permission was to sought from the trainee before disclosure. Trainee and appraiser 
were aware that copies of ‘Form B’, the action plan, would be kept by both parties 
and reviewed at the next meeting. The content could, therefore, reflect any concerns 
about confidentiality. Appraisers were asked to keep action plans in locked filing 
cabinets away from other trainee information.
Time Cost.
As this was a particular concern for staff, time cost was kept to a minimum by the 
requirement that they complete no documentation outside the appraisal meeting. 
Meetings were to occur biannually for approximately one hour. Staff were allocated a 
number of trainees to appraise based on their time commitment to the course. The 
time cost to staff was, therefore, two hours per year plus time taken to discuss issues 
arising from the appraisal meeting, e.g. placement allocation, with other staff. Travel 
time, where necessary, was the only additional time cost.
Actions Taken Following Appraisal.
The agreement that action plans completed during appraisal would be for the eyes of 
appraiser and appraisee only constrained any objective monitoring of actions taken 
towards goals. The monitoring of progress towards the achievement of goals was, 
however, integral to the appraisal process. The first page of the preparation form 
encouraged reflection on progress towards previous goals set and this, in turn,
57
informed the first part of the appraisal discussion. Both appraiser and appraisee were 
asked to bring a copy of the action plan completed during the previous meeting to the 
appraisal for review.
The trainee appraisal scheme was implemented in late 1996 and continues to operate, 
in a slightly modified form, at the time of writing (January, 2000).
58
Evaluation.
Informal Evaluation.
One year after implementation most trainees and staff had experienced two appraisal 
meetings. This was considered too few to be the focus of a formal evaluation and an 
audit was planned for the following year. After one year staff and trainees were 
asked to comment informally on their experience of the appraisal scheme. There 
appeared to be general satisfaction with the procedure with two qualifications. 
Trainees reported that the appraisal scheme did not appear to be operating 
consistently across appraisers and one staff member expressed concern that the 
preparation form guided trainees to review their experiences on placement more 
effectively than their progress in academic work. Actions taken as a result of this 
informal evaluation were to modify the appraisal preparation form (please see 
Appendix 2 for the amended version) and to offer further staff training. All staff 
attended a half day training session during a staff awayday to consider the consistent 
operation of the appraisal scheme. It emerged that the requirement to meet biannually 
had not been clear and appraisers were sometimes meeting trainees only once per 
year. All staff were given a checklist summarising the appraisal procedure and their 
role in its smooth operation was discussed (see Appendix 3). Criteria for the formal 
evaluation of the scheme, a year hence, were set during this training session.
Audit
Procedure. Staff and trainees were surveyed to elicit information about the 
effectiveness of the trainee appraisal scheme two years after implementation. A 
questionnaire was designed for each of the two groups (please see Appendices 4 and 
5). There were 10 questions for trainees and nine for staff, all followed by space for a 
detailed answer on the survey form. The first question ‘what do you understand as the 
purpose of the appraisal scheme?’ was addressed to both groups. The other questions 
asked mapped directly onto:
• Concerns arising from the literature on the development review approach to 
appraisal, for example: ‘Have you achieved any of the goals you set yourself
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during appraisal meetings?’ and ‘Are you an active participant in the appraisal 
process?’
• Trainee and staff concerns before implementation. For example: ‘Has 
confidentiality been respected?’ and ‘Do you find the trainee appraisal scheme 
effective in terms of the time it takes?’
• Trainee and staff concerns at one year follow up. For example: ‘In your opinion, 
is the scheme operating consistently across appraisers?’ and ‘Have you met your 
appraiser approximately every six months?’
First year trainees had received training in the use of the appraisal system but had not 
yet had an appraisal meeting. They were asked to respond to the first question only; 
‘what do you understand of the purpose of the appraisal system?’ This provided 
feedback on the effectiveness of appraisal training during the induction period.
Response rate. Ten of 12 trainees in the first year completed the questionnaire (83 
per cent) and nine of 11 second year trainees did so (81 per cent). All seven third 
year trainees chose to take part (100 per cent). Six staff members conduct appraisals, 
one of whom is the author, so five staff members completed the questionnaire. This 
represented an overall response rate of 91 per cent. A decision was taken to 
maximise the response rate after very low response rates to previous surveys of 
trainee opinion on professional matters had been noted. Trainees were, therefore, 
given the option of completing the questionnaires anonymously and returning them 
by post or responding to the same questions during a telephone interview with the 
author. This approach compromised confidentiality although no completed 
questionnaire was identifiable at the stage of analysing results, as names of 
respondents were not recorded. Trainees opting for telephone conversations gave 
geographically distant placements and time pressures as their reasons for this choice. 
Eight of ten first year trainees opted for a telephone interview, none of the second 
year trainees and three of seven third year trainees did so.
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Results. Only three respondents, all first years, replied that they did not understand 
the purpose of appraisal. All other themes corresponded to the purpose of appraisal 
established at the design stage. The theme most frequently mentioned by all four 
groups was ‘to monitor professional and personal development over the three years of 
training’. Only the identification of training needs, cited frequently by second year 
trainees, matched this level of response. The Course’s concern to offer a continuous 
professional relationship over the three years of training was mentioned by all groups, 
most often by third year trainees. Third year trainees were also, as expected, most 
likely to cite the development of specialist interests and a forum for career guidance 
as important. All four groups mentioned the linked themes of an opportunity to reflect 
and to set and review professional goals. Only second and third year trainees 
mentioned support as one purpose of appraisal and only first year trainees mention 
appraisal as an opportunity to receive feedback on performance. This suggests that 
initial concerns about performance leads trainees to seek a reduction in ambiguity 
through performance appraisal but that the actual experience of appraisal is 
supportive rather than evaluative. Quotes of respondents describing their 
understanding of the purpose of the trainee appraisal scheme supplied in Appendix 6.
The answers to the questions following the exploration of the purpose of the scheme 
directly addressed concerns about the development review model of appraisal in the 
literature and the prior concerns of trainees and staff (see Appendix 7 for a simple 
frequency count).
• Active participation in appraisal meetings. All 21 respondents stated that they 
either participated actively in their appraisal meetings (trainees) or perceived 
trainees to be doing so (staff). Eight respondents emphasised this point e.g. ‘very 
much so’ or ‘they have no option’.
• Actions taken as a result of goal plans. The majority of respondents stated that 
actions had resulted from any plans made during appraisal meetings. The 
example most often given was a request to attend a conference or workshop being
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granted. Four staff agreed that appraisals resulted in action, seven of the nine 
second year respondents did so and five of the seven third years.
• Consistency of style and frequency. In terms of frequency there was a high level 
of agreement that appraisal meetings occurred approximately every six months. 
Three of five staff and three trainees reported that the frequency was six to nine 
months. Only one trainee disagreed, saying that they had cancelled their last 
meeting due to changed clinical commitments. Consistency of style across 
appraisers, however, did not appear to be a characteristic of the scheme. All the 
trainees replied negatively when asked if, in their opinion, the scheme operated 
consistently across appraisers. Most of the second year trainees and two of the 
third year trainees cited the quality of the relationship between staff member and 
trainee as the source of the variation. The remaining third year trainees said that 
the perceived flexibility of the scheme was a strength, regarding the needs of the 
individual trainee as the main source of inconsistency. Staff were slightly more 
confident of the consistent application of the appraisal scheme, however, citing 
the new format of ‘Form A’ as an important factor. One staff member replied that 
there was an inevitable variation in the style of appraisal meetings and suggested 
that further training be provided.
• Confidentiality. All trainees responded that confidentiality of appraisal 
discussions had been respected, three added ‘as far as I know’. Staff were asked 
was type of issue had prompted a discussion of confidentiality. Two examples 
given were health concerns and trainees’ perceptions of their peers
• Time cost. Staff were asked a question about the cost effectiveness of the 
appraisal scheme in terms of time as this had been a their concern at the design 
stage. All replied positively, two emphasising the point e.g. ‘a good investment 
of staff time’.
Discussion
The results of this audit suggest that the appraisal scheme for trainees is operating
well and fulfilling its purpose. The warnings offered by the relevant literature and
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concerns of staff and trainees appear to have been heeded. An improvement in the 
consistency of style of appraisal meeting across appraisers is required, however, and 
this may be addressed by further staff training. The relatively poor understanding of 
the purpose of the scheme by first year trainees is a further concern and the timing of 
appraisal training (the first day of their appointment to the course) may be a factor.
Milne (1987) referred to the measurement tools of evaluative research as a ‘ragbag’ 
and acknowledged that control is difficult to achieve within the context of an audit. 
Although efforts were made to maximise the rigour of this evaluation it remains 
flawed. Some of the flaws arose from the inevitable low levels of control appropriate 
in the workplace and some were avoidable. Decisions taken regarding methodology 
often represented a compromise between rigour and pragmatism. For example, 
anonymity was compromised to facilitate a high response rate when trainees were 
offered the opportunity to respond to the questionnaire by telephone. There was an 
additional benefit offering telephone interview for data collection as the closed 
questions asked sometimes resulted in brief written answers with little explanation, 
e.g. when asked if the system appeared to operating consistently across appraisers 
some trainees simply replied ‘no’. During telephone interviews these respondents 
were asked to elucidate. The obvious solution to this problem is to ask open ended 
questions in confidential interviews with an external researcher. A comparison of 
results for trainees choosing the two response styles in this audit, however, suggests 
that the different methods of responding did not influence results.
Two issues were not addressed by this audit and provide a direction for future work. 
No attempt was made to evaluate the level of action taken in response to goals set 
during appraisal objectively. Confidentiality is an important factor and one which 
stalled the investigation of this issue. A discussion of this problem and the limits of 
confidentiality with trainees may generate a solution. The other omission related to 
the specific concern of one staff member that the original format of appraisal did not 
address academic and research interest adequately. The preparatory ‘Form A’ was 
changed to address this concern but the audit did not provide information on the 
impact of this change. No concerns of this nature were noted when additional 
comments were invited, however. The literature has also raised a concern about the
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experience of appraisees from the perspective of gender, which was not addressed by 
this audit. Alimo-Metcalfe (1991) found that a sample of female appraisees working 
in the NHS were less likely to be satisfied with the appraisal process than their male 
colleagues. Interestingly, DalzieTs (1998) audit of a different NHS appraisal system 
obtained conflicting results. This may be an important dimension to address in any 
future evaluation of the trainee appraisal scheme.
Conclusion
The development review approach to trainee appraisal, designed specifically to avoid 
common pitfalls in process and outcome noted by the literature, has been an 
appropriate way to meet challenges to existing methods of monitoring trainee 
progress at micro and meso levels. An audit of the procedure indicated that 
modifications to the training of appraisers and first year trainees are required to 
improve the effectiveness of the system. In choosing not to take a ‘performance 
appraisal’ approach to appraisal the challenges to existing performance management 
methods at a global level were not met. These may be addressed at a later date.
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APPRAISAL PREPARATION FORM FORMA
Name: Year of Intake:
Date: Appraisal number:
The purpose o f  the appraisal is to provide an overview o f  the three years o f  training and to 
focus on themes which emerge concerning special interests, career development, 
performance and gaps which may occur in training. Please complete this form as a 
preparation for the appraisal meeting and be ready to talk it through with your appraiser. No  
copies o f  it will be kept by the course administration. Attached is an action planning form. 
Please wait until the meeting to complete this as part o f  a discussion with your appraiser.
Part 1 - Progress to date.
Review of previous action plan (if appropriate, if not please start at part B)
Progress made:
Obstacles encountered
Which actions are still applicable?
Please focus on these when you complete your action plan at the end of the 
appraisal.
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Part 2 - Current performance.
Please consider work on placement, academic work, professional conduct etc.
1. Self assessment.
Strengths:
Further development needed:
2. Feedback from others:
Strengths:
Further development needed:
3. Specific achievements and special interests
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Part 3 - The future.
Are there gaps in your experience on the course so far eg groupwork, teaching etc.?
Are there special interests you would like to follow in the year ahead? Please 
consider your future career development if you are in the third year of the course, 
include specialisation, client group, approach etc.
How can the course support you to meet these needs?
Please complete your action plan (Form B) during the appraisal meeting. Your copy 
can act as an aide memoir when discussing the development available on placement 
with supervisors.
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TRAINEE APPRAISAL: FORM A
Instructions for completion of Appraisal forms:
Appraisal Form A
Form A is completed by the trainee prior to the meeting with the Appraisal Tutor. The Form should 
focus discussion on personal and professional development in the following major areas of clinical 
training:
1. Clinical development on placement
2. Academic progress: teaching and its integration with other aspects of the Course; attendance at
conferences and the development of special interests
3. Assessed work: essay; small and large scale research; reports of clinical activity
4. Professional and organisational issues: to include continuing professional development and 
plans for employment after the Course
5. Self care: to include, time management; arrangements for annual leave and research leave; 
health / sickness issues; satisfactions / frustrations with training
Generally, for each of the above five topics, trainees should consider areas of achievement and 
strengths, and areas for improvement / additional experience.
Appraisal Form B
This is completed during the Appraisal meeting, and is a summary of goals. A copy 
of Form B is kept by both the Appraiser and the Appraisee, and serves as a focus for 
discussion at the beginning of the subsequent Appraisal session. Each Appraisal 
meeting starts with a review of progress over the previous six months (as outlined in 
Form B from the previous meeting) and goes on to consider the information in Form 
A and in the placement summary sheets. In the light of discussion a new Form B is 
completed.
Blank copies o f  A ppraisal form s are available in the trainee  
placem ent p a ck s .
Each trainee should bring to each Appraisal session:
End of Placement Summary Sheet(s), available from the end of the first placement 
onwards; a completed Form B from the previous Appraisal meeting; a newly 
completed Form A; a blank
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Appraisal Form B for completion during the session.
TRAINEE
APPRAISAL TUTOR
APPRAISAL MEETING NUMBER
DATE OF APPRAISAL
CLINICAL DEVELOPMENT ON PLACEMENTSECTION 1
Write a short review of progress, type of placements covered, experiences, 
achievements. Consider where there are gaps or areas where you would like more 
(different/further) experience.
SPECIFIC GOALS TO BE ACHIEVED IN THE NEXT 6-12 MONTHS:
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ACADEMICSECTION 2
The teaching programme: how useful has it been and have you been able to 
integrate clinical and academic aspects of training? Are you developing special 
interests? Are any of the teachers likely to support you in the future (eg in research 
supervision; specialist placement). Are there conferences which you would like to 
attend?
SPECIFIC GOALS TO BE ACHIEVED IN THE NEXT 6-12 MONTHS
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SECTION 3 ASSESSED WORK
What were the grades for your assessments; are you happy with your progress? 
When planning small scale research, have you decided on projects? What are your 
areas of strengths and weakness? How are you progressing with the large project?
SPECIFIC GOALS TO BE ACHIEVED IN THE NEXT 6-12 MONTHS
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SECTION 4 PROFESSIONAL & ORGANISATIONAL ISSUES
What feedback have you received, for example, from your supervisor(s), relating to 
these issues? What do you think are your main strengths? Where could you make 
improvements? CPD (especially year 3): in what areas would you like to work? 
Job prospects?
SPECIFIC GOALS TO BE ACHIEVED IN THE NEXT 6-12 MONTHS
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SECTION 5 SELF-CARE
How are you managing your time? (Consider time-keeping; working to deadlines; 
effective use of private study time.) Are you fitting in annual leave and your 
research days? Number of days for sick leave? Satisfactions & frustrations with 
training?
SPECIFIC GOALS TO BE ACHIEVED IN NEXT 6-12 MONTHS
During the appraisal, all five sections will be considered. Some of your goals may be modified in the 
light of discussion. Definitive goals will be written into Appraisal Form B.
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Appraising for Appraisers
Purpose of Appraisal
The purpose of the appraisal, as it currently stands, is to help the trainee track their 
development over the three years of training with the help of a member of course 
staff. The appraisal system is not designed to assess performance as the consensus 
of the staff team, at the time of the introduction of the appraisal system, was that this 
was adequately addressed already (during the three visits per placement and 
assessment of written work). There were staff concerns about time commitment 
required and trainee concerns about confidentiality. ‘Development Review’ may be 
a better title for the system as it stands. The reason ‘appraisal’ continues to be used 
is that the system was implemented in response to the concerns of the CTCP 
accreditation team (four years ago?). It was suggested then that an appraisal system 
might offer an overview of the three years of training and help the course provide 
progressively developmental experiences in line with individual trainee needs.
Outline of Appraisal Procedure
• Two annual meetings
• First years’ first appraisal soon after Christmas
• Second and third years’ in the two interplacement weeks
• Each meeting takes about one hour
• Trainee contacted by appraiser to fix date
• Trainee then obtains blank appraisal forms from administrators. Also collects all 
placement summary forms from office.
• Trainees complete the three pages of the preparation form. This will be two 
pages for first time appraisee as they relate to:
1. Progress made towards actions planned last time
2. Current performance (? Word needs changing)
3. Future plans
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• Trainee brings completed preparation form, an action planning form completed 
at the last appraisal and placement summary forms from all placements to the 
meeting. First time appraisees will not have a placement summary form or a 
completed action plan to review.
• During the meeting the trainee talks the appraiser through the preparation form, 
page by page, and refers to the previous action plan whilst the appraiser
comments and helps the trainee to form ideas for the next action plan. Trainees
keep the preparation form. Staff do not see or keep it.
• At the end of the appraisal meeting the trainee fills in the blank action planning 
form
• The trainee takes this away makes a fair copy and sends it to the appraiser
• Appraiser keeps the action plan in a secure place and brings it to the next
appraisal meeting for review.
• The information in the action plan is confidential except where trainee is happy 
for disclosure (e.g. they might want to go on a particular course to support a 
special interest).
First year trainees will be familiar with the preparation and action planning form,
and may have actually filled a preparation form in already. There is a session in the
induction block to familiarise them with the system.
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Staff Evaluation of the Trainee Appraisal Scheme
1. What do you understand as the purpose of the trainee appraisal scheme?
This scheme has been modified recently. We now need to check whether the 
modifications have improved the system. Please answer the questions below and 
return to Cathy.
2. When requests for extra-curricular training or specific placement experiences 
emerged during appraisal meetings, did you act on this request? What sort of 
action did you take? _______________________________________________
3. Do your appraisees appear to be achieving goals set during appraisal meetings?
4. Do you meet your appraisee approximately every six months?
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5. Do you find the trainee appraisal scheme cost effective in terms of the time it 
takes?
6. Have issues of confidentiality arose from your appraisal meetings? Please 
provide a brief description of the type of issue.___________________________
7. As far as you are aware, is the scheme operating consistently across appraisers?
8. Have you found that the appraisee is an active participant in the appraisal 
p r o c e s s ? ____________________________________________________
9. Have you been able to plan remedial action for a trainee in difficulty before the 
difficulty has posed problems for a trainee in passing a placement or piece of 
assessed written work? Please give an anonymous example if appropriate.______
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Evaluation of the Trainee Appraisal Scheme
The appraisal system has been modified recently, we now need to check whether 
the system is operating well.
Please complete this questionnaire and return as soon as possible to Cathy Amor at 
Whitegate Drive. If you have not yet had an appraisal please answer Question 1 
only.
Year of Training,
1. What do you understand as the purpose of the appraisal scheme?
2. Have you mentioned the need for training or opportunities to follow your 
professional interests outside the normal curriculum during appraisal 
meetings?
3. Did this result in appropriate action?
4. Have you achieved any of the goals you set yourself during appraisal 
meetings?
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5. Have you met your appraiser approximately every six months?
6. Has confidentiality been respected?
7. Tn vour opinion, is the scheme operating consistently across appraisers?
8. Are you an active participant in the appraisal process?
9. Have you mentioned a need for support during your appraisal?
10. Has this resulted in appropriate action (by you or your appraiser)?
Please append any other comments. Thanks for the prompt return of this form.
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Responses to the question ‘ What do you understand to be the 
purpose of the appraisal system?’
First year trainees
‘I’m mixed up with the placement goals. The word appraisal makes me think of 
professional standards of behaviour at a general level’.
‘To have the same person throughout three years look at skills, strengths and 
weaknesses so that by the end of the course you have done everything you need to’.
‘I don’t know’.
‘Professional development -  monitors progress, evaluates old goals an sets new 
ones. Opportunity to raise questions about meeting the training goals. Feedback 
from the tutors.’
Second Year Trainees
‘To provide support and help at organising and monitoring personal and professional 
development’.
‘Bringing training into a context where you can look at individual development and 
how this can be achieved.’
‘To monitor overall training and development needs. To identify ways of meeting 
these’.
Third year trainees
‘To provide continuity in personal and professional development independently of 
being evaluated.’
‘To support trainees through the process of training’.
‘By identifying the process of training and professional/personal development within 
that. Also identifying particular needs for personal support and goal setting for 
future development.’
Staff
‘To provide a developmental perspective to the individual’s wider training needs 
over the course and beyond it’.
‘ 1. To monitor professional and personal development
2. To supply some continuity to the training experience
3. To facilitate trainees’ development and clinical and research interests
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Frequency Count - Appraisal Audit Questionnaire
Second and third year trainees only answered these questions. Staff answers to 
similar questions are included.
1. Have you mentioned the need for training or opportunities to follow your 
professional interests outside the normal curriculum during appraisal 
meetings?
Year Second (n = 9) Third (n = 7) Staff (n = 5)
Yes 9 6 5 said trainees had
2. Did this result in appropriate action?
Year Second (n=9) Third (n=7) Staff (n=5)
Yes 7 (2 said ‘don’t know yet’) 5 (2 said ‘N/A’) 4
3. Have you achieved any of the goals you set yourself during appraisal 
meetings?
Year Second (n = 9) Third (n = 7) Staff (n = 5)
Yes 8 (1 said ‘don’t know yet’) 7 (2 said ‘N/A’) 5
4. Have you met your appraiser approximately every six months?
Year Second (n = 9) Third (n = 7) Staff (n = 5)
Yes 8 4 (3 said 6-9 months) 5 (3 of these said 
approximately)
5. Has confidentiality been respected?
Year Second (n = 9) Third (n = 7) Staff (n = 5)
Yes 9 7 5
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6. In your opinion, is the scheme operating consistently across appraisers?
Year Second (n = 9) Third (n = 7) Staff (n = 5)
Yes 0
(quality of 
relationship the 
main issue)
0
(most often seen as a 
strength- flexibility)
2
7. Are you an active participant in the appraisal process?
Year Second (n = 9) Third (n = 7) Staff (n = 5)
Yes 9 7 5
8. Have you mentioned a need for support during your appraisal?
Year Second (n = 9) Third (n = 7) Staff (n = 5)
Yes 2 4 N/A
9. Has this resulted in appropriate action (by you or your appraiser)?
Year Second (n = 9) Third (n = 7) Staff (n = 5)
Yes 2
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Curriculum Vitae
Job Title 
Clinical Tutor
Clinical Psychologist 
(Adult Mental Health)
Training Consultant
Management
Consultant
Staff Development 
Manager
Management 
Development Trainer
Clinical Psychologist 
(Older Adult)
Clinical Psychologist 
(Adult Mental Health)
Trainee Clinical 
Psychologist
Assistant Clinical 
Psychologist
Employment History
Employer
Lancashire Clinical Psychology 
Course
Priority Services NHS Trust Lancaster
Priority Services NHS Trust Lancaster 
Creative Dimensions in Management
Brathay Hall Trust
Brathay Hall Trust
Exeter Health Authority
Exeter Health Authority
Lancashire In-Service Training Course 
in Clinical Psychology
Blackpool Wyre and Fylde Health 
Authority
Dates
1996-present
1992-1998
1992-1995
1991-1992
1990-1991
1987-1990
1986-1987
1985-1986
1982-1985
1981-1982
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Educational and Professional Qualifications
Qualification
Doctorate in Clinical 
Psychology 
(Conversion Course)
Chartered as an
Occupational
Psychologist
Investors in People 
Approved Assessor
Licentiate member of 
the IPD
Level B statement of 
Competence in 
Occupational Testing
Level A Certificate of 
Competence in 
Occupational Testing
Diploma in Training 
Management
Certificate in Training
BPS Diploma in 
Clinical Psychology
B.Sc.(Hons) Degree in 
Psychology
Awarding Body
Surrey University
British Psychological Society
Training and Development Lead Body 
Institute of Personnel and Development 
British Psychological Society
British Psychological Society
Institute of Training and Development
Institute of Training and Development 
British Psychological Society
University of Lancaster
Dates
2000
1996
1996
1996
1996
1995
1991
1990
1985
1981
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Topics of Courses, Conferences and Workshops Attended
Qualitative Research in Clinical Psychology
Qualitative Research in Psychology
Statements of Equivalence in Clinical Psychology
Group of Trainers in Clinical Psychology Conferences (4 of these)
Special Interest Group for Psychologists working with Older Adults Conference
British Association of Behavioural and Cognitive Psychotherapy Conference
Workshop on Competencies in Clinical Psychology Training
New Lecturers’ Course in Teaching Skills
Workshop on Pharmacology for Older Adult Specialists
Brief Solutions Focussed Therapy Workshop
Recent Developments on Occupational Psychology
Training in the use of NUD.IST Software (qualitative data management)
Workshop on Selection in Clinical Psychology
Neurolinguistic Programming Practitioners Certificate (10 day training programme) 
Training in the use of the Myers-Briggs Type Indicator.
Membership of Professional Bodies
Psychologists’ working with Older Adults Special Interest Group (PSIGE)
British Association of Behavioural and Cognitive Psychotherapy 
Institute of Personnel and Development
British Psychological Society, Divisions of Clinical and Occupational Psychology
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A Grounded Theory Approach to the 
Investigation of the Psychological Process of
Vasectomy
Abstract
This study was a response to unanswered questions in the literature regarding the 
effect of vasectomy on mental health. Early studies of vasectomised men, published 
when voluntary sterilisation first became widely available in the 1960s and 1970s, 
reported findings suggesting that many men feared demascularisation as a 
consequence of vasectomy and adopted maladaptive compensatory behaviours after 
the procedure. Other studies reported high levels of satisfaction with vasectomy. This 
confusion has been compounded by recent research suggesting that many men 
experience chronic scrotal pain after vasectomy accompanied by diminished sexual 
functioning. The lack of a unifying theoretical framework in the vasectomy literature 
has hindered the development of our understanding of the effects of this widely used 
contraceptive method on mental health. The aim of the present study, therefore, was 
to investigate the process of vasectomy - from decision making to surgery and 
adjustment, retrospectively. The natural history of the phenomenon was explored in 
order to shed light on the likely psychological consequences of voluntary sterilisation 
for men. Nineteen men were interviewed three years after vasectomy and their 
accounts were analysed and conceptualised using grounded theory methodology.
A substantive middle range theoretical framework of the psychological process of 
vasectomy was generated. This model emphasised the role of social support in 
transforming vasectomy into a ‘task of manhood’ and a valued behavioural norm for 
the male role within marriage. Relational social support was found to mediate the 
psychological impact of pain, sexual dysfunction and chronic infection after 
vasectomy. The limitations of the present study, directions for future research and 
implications for treatment of men seeking psychological help following vasectomy 
are discussed.
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Introduction
Carruthers (1996) calls vasectomy ‘the unkindest cut of all’ (p. 106) and states that 
the procedure is likely to be deleterious to mental and physical health. A number of 
authors have shared this view since vasectomy was first used for contraceptive 
purposes in the 1950s (e.g. O’Conor, 1950). The concerns of some members of the 
academic community do not appear to be shared by the population in general, 
however. A survey by the Office of Population Censuses and Surveys in 1995 
revealed that around 12 per cent of British men aged between 16 and 49 relied on 
vasectomy as a contraceptive method. During 1995 and 1996 approximately 39,000 
vasectomies were performed in England (Department of Health, 1997). The 
popularity of the procedure has led one concerned author to use the term 
‘vasectomania’ (Roberts, 1993).
The popular demand for vasectomy does not mean that the procedure is innocuous, 
however. This merely emphasises the importance of answering the question ‘is 
vasectomy harmful to mental health?’
Vasectomy occupies an interesting position in the history of surgical procedures, as 
its purpose has changed more than once since it first became available. The early use 
of vasectomy both as a means to control aggression and to rejuvenate masculinity 
reflects the confusion in the literature about the likely consequences of the operation. 
The cultural meaning of vasectomy has its roots in vasectomy’s first applications. It 
is, therefore, important, to understand the historical context of vasectomy before 
evaluating current concerns. The first part of the introduction to this study traces the 
concerns of physicians, psychologists and psychiatrists about the effects of vasectomy 
on mental health through the twentieth century. The studies of Ziegler and colleagues 
in the 1960s serve as a pivotal point. These studies attempted a scientific 
investigation of the area and concluded that vasectomy could, indeed, be deleterious 
to mental health. The findings of Ziegler and colleagues are considered in the light of 
other contemporary research and the continuing confusion in the literature. The 
difficulties encountered by researchers attempting to apply experimental or quasi-
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experimental designs to the study of the outcome of vasectomy are acknowledged and 
the absence of an explicit unifying theoretical framework is considered to be an 
obstacle to the generation of hypotheses and further inquiry. The second part of the 
introduction shifts from examining the outcome of vasectomy to the study of the 
process of vasectomy (decision making, surgery and adjustment). The aim is then to 
explore and understand the process of vasectomy and to design a study which will 
facilitate the generation of a theoretical framework for the understanding of the 
process of vasectomy.
Participants Described by Literature on Vasectomy
The literature on vasectomy mainly reports research on North American men in the 
1960s and early 1970s. This was the period when vasectomy became widely 
available. The profile of the men studied reflected those people most likely to choose 
vasectomy as a contraceptive in the U.S.A. at that time: white, college educated and 
between 28 and 41 years of age. (Vaughn, 1979). Other ethnic groups appeared less 
likely to choose vasectomy, at least at the time of the publication of most of the 
literature, except in developing countries. Cross cultural studies have been published 
(e.g. Dandekar, 1963) but the issue of government involvement in population control 
is a feature of the literature in developing countries. The foci of the present study are 
the psychological concomitants of the process of vasectomy for British men. The 
results of cross-cultural studies are not included in this critical review of the literature 
as government involvement is not as influential a factor on contraceptive choice for 
British men.
The Historical Context of Vasectomy
Contraception has not always been the first consideration of those performing 
vasectomies. The first recorded human vasectomy, in 1894, was intended to reduce 
the size of an enlarged prostate gland. In 1916 Dr Ludwig Steinach offered 
vasectomy as a means to rejuvenation, through an expected increase in levels of 
testosterone, and thousands of men accepted. Neither purpose was achieved 
(Carruthers, 1996). From the early twentieth century vasectomy became a tool for the 
eugenics movement and its use became concentrated on those considered 
unacceptable to society. Hawke (1941) revealed another early use of vasectomy when
101
he compared the utility of vasectomy and castration for controlling aggressive 
behaviour. Vasectomy for contraceptive purposes remained illegal in many states of 
the USA in the 1950s due to fears of psychological ill effects (O’Conor, 1950). 
O’Conor cautioned:
Most experienced urologists will agree that profound sexual neuroses and 
imaginative ills often follow vasectomy when it has been performed purely to 
prevent pregnancy (p. 1502).
Social engineering remained the main function of vasectomy until the 1960s when 
the procedure became available to ‘the man in the street’ for contraceptive purposes. 
The history of vasectomy is relevant, as Merwin (1974) notes, as it provides a 
backdrop to the fears and social stigma associated with vasectomy when the 
procedure became widely available. Merwin also assumes that the site of surgery is a 
potent trigger for anxiety and misunderstanding.
Social Stigma -  Vasectomy as a Threat to ‘Manhood’
Social stigma, in terms of vasectomy as demascularising, was often mentioned as a 
problem by sterilised men in early studies (e.g. Kohli & Sobrero, 1973). ‘Manhood’ 
may be seen as a socially constructed set of norms which define culturally valued 
behaviours for men (e.g. Gilmore, 1990). It is not seen as a consistent and easily 
defined concept but as shifting and situationally specific. A number of authors have 
written of the costs to mental health of failing to behave in accordance with these 
norms and, paradoxically, of the costs of conforming (e.g. Pleck, 1995). The cultural 
norms prevalent in the early years of vasectomy are reflected in the literature. The 
picture painted is one of a brittle gender role self evaluation which is primarily 
genitally focussed.
Hawke (1941) refers to the testicle as ‘mighty lord - monarch of all he surveys’ and 
describes his view of the attitude of public and professionals alike: ‘this mighty king 
is not to be disturbed (p.29 and 30). Literature in the 1950s describes men who 
choose vasectomy as ‘self punishing’ and acquiescent to a ‘castrating wife’ (e.g.
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Erikson, 1954). As recently as 1973 Grindstaff & Ebanks saw ‘fear of castration’ as a 
normal concomitant of vasectomy. In contrast, Roberto (1974) reported that a sample 
of 141 married men awaiting vasectomy had chosen this contraceptive method partly 
because they expected an increase in social approval. Perhaps the author’s term 
‘social approval’, which related to responses about the approval of ‘others’ in a 
questionnaire, did not actually reflect levels of expected social stigma. For example, 
if ‘other’ included the participants’ wives, motivation to receive approval from one’s 
wife would not necessarily be related to expected peer group response to vasectomy. 
Roberto does not clarify this point but does mention that ‘self-fulfilment’ was another 
expectation of men choosing vasectomy.
Fears of threat to manhood mentioned by men in Aberdeen in the late 70s and fears of 
psychological harm for both men and women in relation to vasectomy (but not female 
sterilisation) are reported by Thompson, MacGillivray & Fraser (1991). These 
authors interviewed 123 men as their wives awaited sterilisation and 84 men awaiting 
vasectomy. Sixty-six per cent of the first group and 23 per cent of the second feared 
‘losing my manhood’ as a consequence of vasectomy. It appears, therefore, that the 
perception of vasectomy as a threat to manhood was common in Britain and North 
America during the early years of vasectomy as a widely available contraceptive 
procedure.
It is possible that cultural norms have evolved since the 1970s, specifically in terms 
of the value placed on vasectomy as a contraceptive choice. A relatively recent 
popular diary of a vasectomy (Paulson, 1993) seems to turn the stereotype on its head 
as the author uses rhetoric to express his positive feeling about vasectomy, for 
example ‘Say it loud -  sterile and proud!’ To accept this at face value as evidence of 
a cultural shift is premature, however. Paulson may have assumed social stigma and 
overemphasised his positive attitude to voluntary sterility to contradict any 
assumption of demascularisation.
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Research on the Psychological Sequelae of Vasectomy
It is apparent that some men, at least, feared demascularisation as a consequence of 
vasectomy in the first 20 years of its general availability as a contraceptive procedure. 
Ziegler and his colleagues, in the 1960s, sought to investigate whether these fears 
were well grounded. Their studies formed the most systematic investigation in the 
literature of the psychological effects of vasectomy and are reported in numerous 
papers (e.g. Rodgers, Ziegler, Altrocchi & Levy, 1965; Rodgers, Ziegler, Rohr & 
Prentiss, 1963; Ziegler, Rodgers & Kriegsman, 1966; Ziegler, Rodgers & Prentiss, 
1969).
The studies of Ziegler and colleagues. Ziegler and his associates described a pilot 
study of 46 American men prior to vasectomy. They collected baseline descriptive 
data in 1961 and administered the Minnesota Multi-Phasic Personality Inventory 
(MMPI). One year later the MMPI was repeated with 35 of these men. All 
participants reported satisfaction with the procedure, except one who had hoped that 
vasectomy would save his failing marriage. However, seven men complained of 
deterioration in erectile functioning and length of intercourse. The MMPI results 
suggested that some of these men and others who had complained of poor physical 
health before vasectomy also showed adverse psychological changes. Ziegler and 
associates were intrigued by the high levels of post operative satisfaction coupled 
with adverse emotional and sexual sequelae. They began a controlled longitudinal 
study of 42 couples awaiting vasectomy and 42 couples using ovulation suppression 
medication. Twenty-two of these couples were matched for stage of family 
development. All participants were interviewed clinically and given a battery of six 
tests plus the MMPI. Data collection was repeated at between one and two years and 
between three and four years. The matched couples showed no significant difference 
on the measures at any stage. When unmatched individuals were included to swell 
sample size differences emerged at two years post vasectomy in terms of self reported 
gender typed behaviour and attitudes. Clinical interviewing suggested that vasectomy 
couples showed more anxiety and reported less marital satisfaction than ovulation 
suppression couples and that vasectomised men showed more emotional rigidity and 
defensiveness during the interview. All differences between the two groups were
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resolved at four years post vasectomy. Again, vasectomised men reported a high 
level of satisfaction with the procedure throughout the study.
Ziegler et al. (1969) proposed a mechanism for the observed increase in gender typed 
self evaluation, anxiety and concurrent expressed satisfaction with vasectomy as a 
contraceptive procedure. Stereotypically masculine behaviour was seen as a reaction 
to the culturally mediated social stigma associated with vasectomy and a need to 
reassure the individual that the ‘threat to manhood’ embedded in the stigma was 
unfounded. They suggested that cognitive dissonance, the notion of Festinger (1962), 
was the mechanism for the expression of post operative satisfaction with vasectomy 
accompanied by indications of increased ‘emotional upset’.
Emotional ‘defensiveness’ as a proposed outcome of vasectomy. Research by 
Horenstein & Houston (1975) investigated the relationship between defensiveness 
and adjustment to vasectomy. Twenty men completed standardised scales six and 18 
months after vasectomy. An unmatched comparison group of twenty men using other 
methods of contraception also completed the scales. No differences on self concept 
and marital harmony were observed at any stage but Horenstein & Houston noted an 
interesting relationship between defensiveness and adjustment. They found high 
defensiveness to be associated with apparently better adjustment to vasectomy at six 
months post operatively. The position was reversed at 18 months. The authors 
concluded that psychological defensiveness postponed the process of acknowledging 
unpleasant feelings after vasectomy and therefore delayed integration and adjustment. 
Horenstein & Houston’s conclusions indicated that they supported the interpretations 
of Ziegler et al.: that defensiveness is a common and ineffective coping mechanism 
employed by men who fear demascularisation after vasectomy.
Methodological concerns. One issue raised by the studies of Ziegler and his 
associates is that of methodological rigour. Janke and Wiest (1974) specifically 
criticised the statistical significance of their results at two years post vasectomy, 
saying that the results were not appreciably different from those expected to confirm 
the null hypothesis. A more general concern was the effect of data collection methods 
on results. Ziegler et al.’s (1963) pilot study was based on the postal administration
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of questionnaires and a standardised scale. Janke and Wiest criticised postal 
questionnaire based studies as open to bias by self selected respondents who are well 
adjusted to vasectomy.
Wolfers (1970) reviewed questionnaire surveys of vasectomised men and noted that 
typically 1-3 per cent of respondents reported sexual and emotional problems after 
vasectomy. One such study was the Simon Population Trust Survey of 1,000 men. 
Wolfers, suspecting that psychological distress after vasectomy was more prevalent 
than indicated by the Simon Population Trust survey, sent letters to 95 men who had 
been sterilised at the same clinic, suggesting that they contact her if they felt they 
would benefit from an interview with a psychologist after vasectomy. As 12 per cent 
of her sample did so she concluded that questionnaire surveys were less likely to 
discover hidden psychological problems post vasectomy than interviews. A close 
look at Wolfers’ results raises questions about the superiority of interview based 
research, however. Only 2.4 per cent of her sample were experiencing psychological 
problems which did not predate vasectomy. Indeed, only 1.2 percent complained of 
difficulties, which did not have other clear influences.
Conversely, Ziegler et al. (1966) found that levels of distress were more apparent in 
their pilot study where data were collected using postal questionnaires then in their 
main (interview based) study. They inteipreted this finding, however, as 
demonstrating that contact with researchers had a therapeutic effect. Janke and Wiest 
(1974) disagreed and suggested that, far from being therapeutic, levels of 
defensiveness observed at clinical interview were likely to be a response to the 
anxiety-provoking nature of the research process.
Janke and Wiest recommended the administration of standardised scales as they are 
less open to researcher bias than interviewing. Pohlman (1978), however, criticised 
Janke and Wiest’s unpublished (1973) study, which had been designed to overcome 
the methodological flaws in previous research, on the grounds of invalid measures of 
psychological adjustment, small sample size and cross sectional design.
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Ziegler and colleagues’ research studies raised concerns about the psychological 
sequelae of vasectomy when they found that defensiveness, anxiety and ‘emotional 
upset’ appeared to be characteristic of vasectomised men during a clinical interview. 
The mechanism for this psychological disturbance remains unclear, however. True 
experimental designs have not been possible in the study of vasectomy, as control 
groups would, presumably, receive sham surgery they believe to have a contraceptive 
effect, raising obvious ethical issues. Attempts at quasi-experimental designs have 
also encountered obstacles to methodological rigour. Clear empirical evidence for the 
suggested negative psychological sequelae of vasectomy is, therefore, not yet 
available.
Other outcome studies. The period between the early 1960s to later 1970s was a 
time of active research into the psychological sequelae of vasectomy (e.g. Canfield, 
1972; Cord, 1972; Grindstaff & Ebanks, 1973; Ferber, Tietze & Lewit, 1967; Freund 
& Davis, 1973; Kendall, 1972; Landis & Poffenburger, 1965; the Simon Population 
Trust, 1969 and Wolfers, 1970). Again, the results of these studies do not present a 
coherent picture of the consequences of vasectomy for mental health. The majority of 
participants in these studies, however, reported satisfaction with the procedure, 
described as due to some improvement in sexual enjoyment and function. A minority 
reported sexual problems after vasectomy. These results support those of Ziegler and 
associates, but do not add to our understanding of the, apparently complex, 
relationship between expressed satisfaction with vasectomy, improved sexual 
enjoyment and ‘emotional upset’ coupled with stereotypically masculine self reported 
values and behaviour after vasectomy. Maschhoff, Fanshier & Hansen (1976), 
however, do add an interesting comment to consider when attempting to understand 
the outcome of vasectomy. They noted that an increase in sexual frequency after 
vasectomy, reported by the 50 participants of their questionnaire based study, was 
linked to decreased thoughts of marital separation. They proposed a ‘re-affiliation 
syndrome’ to link the two by assuming that vasectomy, as an irreversible procedure, 
represented a commitment to one’s spouse and led to renewed affection. Clarification 
is required, however, as increased sexual frequency may lead to a decrease in 
thoughts of separation independently of any ‘re-affiliation’.
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Summary of Early Outcome Studies
The early literature on the psychological effects of vasectomy is confusing and 
contradictory. It does not provide a solid base for contemporary investigations. The 
early evidence for the reported negative psychological concomitants of vasectomy is 
difficult to evaluate, as contemporary studies necessary to clarify the position are 
unable to reflect the cultural milieu of North America in the 1960s and 1970s. The 
concerns raised by the literature that vasectomy poses a threat to socially constructed 
masculinity and, therefore, to mental health, must be taken seriously in the absence of 
reliable evidence to the contrary.
Current Concerns about Vasectomy and Mental Health
Immunology. A conviction that vasectomy poses a threat to masculinity and mental 
health continues to trouble authors (e.g. Petty, 1994) concerned about the possible 
immunological effects of vasectomy. Their concern is that testosterone levels may 
fall if the body rejects the spermatozoa leaking into the body cavities from a cut in the 
vas deferens. The existence of a raised level of antibodies to spermatozoa is well 
documented after vasectomy (e.g. Ansbacher, Hodge, Williams, & Mumford, 1976). 
Carruthers (1996) states that the production of spermatozoa and testosterone is 
intimately related via the paracrine actions. The psychological consequences of 
reduced testosterone levels are said to be low mood, irritability and anxiety. 
McDonald (1997), however, reviews the evidence for the lowered testosterone levels 
after vasectomy saying that ‘wild claims’ have been made without foundation and 
that there is no evidence for this proposed effect. It is interesting to note the 
similarities to early concerns in the literature of vasectomy as a threat to manhood, 
however. It may be that an enduring and culturally based fear of demascularisation is 
appearing in a new guise.
Chronic pain. Chronic pain after vasectomy has been noted in up to 33 per cent of 
patients (McMahon, Buckley, Taylor, Lloyd, Dean & Kirk, 1992). McDonald (1996), 
again, disputes these figures, considering the results an artefact of ‘leading questions’. 
The question causing concern was ‘Do you have occasional discomfort which is a 
nuisance?’ (p. 340). McDonald reviews the relevant literature and estimates that 6
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per cent of men experience chronic pain after vasectomy. The character of the pain 
varied from a dull ache in the scrotum to severe pain on contact or erection. In 
McMahon et al.’s sample of 171 men, questioned four years after vasectomy, 15 per 
cent referred to this pain as persistent and ‘troublesome’. In spite of participants’ 
concerns about pain only three of the 171 regretted vasectomy and only nine men had 
sought further medical help. This is interesting in terms of psychological adjustment 
to vasectomy, although the authors do not address this issue. Chronic pain is known 
to have negative psychological sequelae but for a reason not yet discovered, about 
half of men experiencing chronic pain after vasectomy appear to be either protected 
from psychological distress or unwilling to seek remedial action. McMahon et al. did 
not explore links between the nature of the pain and a response that the pain was 
‘troublesome’ so this point requires clarification. Nine men of their sample reported 
pain on intercourse.
Moore (1996) comments on the incidence of pain on intercourse after vasectomy and 
suggests that intercourse may then become ‘an unpleasant experience’. Again, there 
is no comment on the likely effects of sexual dysfunction on mental health. 
Buchholtz et al. (1994) report a relatively recent Swiss study, comparing 45 men 
randomly selected from a group of 254 vasectomised over a four year period with 18 
men who had been treated for erectile dysfunction and who attributed their problem 
to vasectomy. Buchholtz et al.’s results, however, were confounded by the age 
differences between the two groups. At the time of vasectomy the men chosen from a 
random sample of vasectomy patients were aged 39 years (range 23-59 years). The 
men experiencing erectile difficulties were, on average, 56 years old at vasectomy 
(range 42-71 years). The authors do not address this discrepancy although 
diminished erectile function is associated with the normal ageing process (Zilbergeld, 
1978). Buchholtz et al. found that the decision making process in vasectomy 
predicted sexual problems later. Specifically Buchholtz et al. note that 22 per cent of 
those experiencing erectile dysfunction after vasectomy reported having had the 
decision forced on them by their partner. Only 4 per cent of the control group 
reported partner pressure.
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Current status of the Outcome Literature on Vasectomy
Early concerns about demascularisation continue to trouble those working in the field 
of vasectomy. Although there has been a conceptual shift the underlying concern that 
vasectomy poses a threat to manhood remains. Suggestions are emerging from the 
literature that the wider process of vasectomy is of interest in understanding 
psychological sequelae. Specifically, the process of decision making appears to 
influence later adjustment. This realisation prompted a change of focus in the review 
of the literature -  a shift from an exclusive attention on outcome studies to a wider 
perspective on the psychological process of voluntary sterilisation in men.
The research on vasectomy has reflected the specific cultural and academic mores of 
authors over the past thirty years. An overview of the literature, therefore, gives a 
fragmented theoretical perspective which does not facilitate an understanding of the 
psychological process of vasectomy in Britain as the millennium approaches. This 
author is also situated in a specific cultural context and the current interest in the 
views and experiences of users of mental health services (e.g. Truman & Slade, 1999) 
is an important issue. The lack of a recently generated theoretical model of the 
psychological process of vasectomy, well grounded in the experience of vasectomised 
men, thus became the central problem.
Burt & Oaksford (1999) write of their concern about the lack of rigorous preliminary 
observation in psychological studies which could then be used as a starting point for 
theory building and the generation of hypotheses. They contrast this with disciplines 
such as physics, which have a long history of observation and description of 
phenomena to be studied:
In psychology, however, in order to take on the mantle of scientific 
respectability researchers have moved straight to the laboratory and 
mechanistic explanation without the long and arduous process of providing 
the natural history of the phenomenon they wish to explain (p. 334).
The first step in the design of a study which would provide a theoretical 
understanding of the process of vasectomy was to broaden the literature search to
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include studies investigating the decision making stage of vasectomy and the 
experience of surgery. Several studies have examined the decision making process.
Decision Making in Vasectomy
Mumford (1983) describes an exploratory study questioning 187 couples and 87 
unaccompanied men visiting a US Planned Parenthood Service in 1975 about their 
decision to have a vasectomy. He reported observing a linear advance towards the 
choice of vasectomy through six stages. The most important feature of the process, 
as described by 90 per cent of Mumford’s participants, was information on vasectomy 
from peers. The second influence considered pivotal to the process was growing 
dissatisfaction with other contraceptive methods after vasectomy had been considered 
as an option.
Later work by Thompson, MacGillivray & Fraser (1991) also found peer support to 
be the most important influence in vasectomy related decision making. Concerns 
about the long term effects of ovulation suppression medication and the influence of a 
brother’s decision to be sterilised were also mentioned. Ferber et al. (1967), however, 
found that two thirds of men questioned about the influences on their decision to have 
a vasectomy had chosen not to discuss their plan with others. The reason given was 
fear of criticism relating to threat to manhood. Interestingly, Roberto (1974) reported 
a pilot study where open ended questions were asked of men considering vasectomy. 
‘Helping a man to be confident of his masculinity’ was cited as a positive influence in 
vasectomy choice. Other influential factors were ‘a feeling of responsibility’ and 
‘being admired by others’ (p. 699). The Simon Population Trust’s (1969) study 
concluded that a dislike of other methods of contraception combined with the 
motivation to be fair in relation to one’s partner influenced men in their choice of 
vasectomy. Concerns about fairness sprang from an (accurate) conviction that 
vasectomy is a less complex and risky procedure than tubal ligature.
The lack of substantive theory in the area of the psychological process of vasectomy 
has led some authors to miss a strategic link in the development of formal theory. For 
example Nickerson & McClelland (1987) asked 100 people attending a family 
planning clinic to rate sterilisation against other contraceptive measures for
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‘effectiveness’, ‘side effects’ and ‘convenience’. Their aim was to demonstrate the 
relevance of a formal theory of decision making. The authors did not review the 
literature on vasectomy and did not ground the criteria for decision making in the 
concerns of participants. Thus they ignored the warning of Glaser & Strauss (1967) 
that the discovery of a substantive (specifically situated) theoretical model should be 
the first step in the generation or application of formal theory. Nickerson & 
McClelland’s two main conclusions that lack of side effects was the most influential 
factor in the decision to be sterilised and that their formal theory of decision making 
had demonstrated its utility were not grounded in the accounts or experiences of 
people making decisions about sterilisation. This casts doubt on the validity of their 
findings.
Summary of the Literature on the Process of Vasectomy
Studies of decision making in vasectomy do not present a coherent picture of the 
process and its influence on later adjustment. This compounds the confusion found in 
the literature on the psychological adjustment to vasectomy and the actual experience 
of surgery has not been investigated at all. Exploratory studies have been helpful as 
they have acknowledged the absence of a coherent theoretical framework for 
understanding the psychological process of vasectomy and attempted to provide 
descriptive data as a basis for theory building. Philliber & Philliber (1985) emphasise 
the importance of substantive theory to systematic exploration of the psychological 
concomitants of vasectomy:
Aside from the methodological weaknesses inherent in many of the 
sterilisation studies, very little of the research is guided by theory. As a result 
new studies seldom build on previous studies or suggest directions for future 
research (p. 17).
They conclude that the situation can only be rectified by ‘the most sophisticated 
designs that social science has to offer’ (p. 18).
It is important to answer questions raised between 20 and 30 years ago about the 
effects of vasectomy on mental health as vasectomy is now one of the most popular
112
forms of contraceptive in Britain. These early concerns, far from going away, have 
been reinforced by recent fears that vasectomy poses a threat to masculinity and 
mental health. Clinical Psychologists treating clients presenting with problems related 
to vasectomy cannot rely on the current literature for guidance. Philosophical and 
methodological rigour is necessary if research is to provide firm foundations for 
knowledge in an area characterised by confusion and lack of understanding. 
Systematic generation of a substantive theory of the psychological process of 
vasectomy, is the vital first step.
The Aim of the Present Study
The aim of the present study is to generate such a substantive theoretical model using 
interviews to collect retrospective data about the experience of vasectomy. Grounded 
theory methodology provides a framework for the analysis of the data and the 
generation of a theoretical model of the process of vasectomy. The grounded theory 
approach encompasses both inductive and deductive reasoning to prioritise the actual 
experience of participants and ensure that any theory generated is a firm foundation 
for later work.
Theory, in grounded theory terms, is defined as linking concepts in a way which has 
explanatory and predictive value and varies along the dimensions of abstraction and 
scope (Strauss & Corbin, 1998). The scale of this study limits the theory to be 
generated along these dimensions. Grounded theory aims to generate ‘middle range’ 
theory, defined by Glaser & Strauss (1967) as falling between:
the ‘minor working hypotheses’ of everyday life and the all-inclusive grand 
thoeries (sic) ( p.33).
The theory generated may be either ‘formal’ or ‘substantive’. ‘Formal theory’ refers 
to a conceptual area of enquiry, such as decision making, ‘substantive theory’ to a 
specific area such as vasectomy.
The aim of this study, then, is to generate a substantive middle range theory limited in 
scope and abstraction to provide an explanatory and predictive framework for the
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understanding of the experience of vasectomy which is well grounded in the 
experience of the vasectomised men participating in the study.
It is hoped that the accounts of participants will throw light on the unanswered 
questions posed by the literature:
What are the influences in the choice of vasectomy as a contraceptive procedure?
Is vasectomy perceived as a threat to manhood?
What are the factors influencing psychological adjustment to vasectomy?
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Method
Grounded Theory
Creswell (1998) urged his readers to consider qualitative methods when an 
exploration of a new topic, or one poorly addressed by the literature, calls for a 
detailed view of individuals interacting with a phenomenon which is ‘emotion-laden, 
close to people and practical’ (p. 19). Grounded theory, first ‘discovered’ or 
articulated by Glaser & Strauss (1967), is such a qualitative methodology. It does not 
seek to quantify the phenomenon studied but to generate a set of predictive and 
explanatory principles which account for the experience of the participants studied 
and are grounded firmly in ‘real life’ experience. It differs from a quantitative 
approach in that it does not seek to examine a limited number of variables as they 
influence a large sample of participants but to be open to a multitude of variables 
emerging from the accounts of fewer participants. The two approaches are not seen 
as mutually exclusive by Glaser & Strauss but as complementary. Both inductive and 
deductive methods are embedded in the process of theory development and they 
recommend the prior generation of grounded theory as a springboard for the 
generation of hypotheses which may be tested using quantitative methods. Henwood 
(in Richardson, 1996) states that grounded theorists adopt a ‘contextualist’ 
perspective, where the construction of intersubjective meaning is the focus of the 
enquiry. Epistemologically, grounded theory acknowledges the researcher as an 
inevitable actor and agent of change in the research process but requires that the 
researcher ‘bracket’ their prior knowledge of the literature and personal experience of 
the topic to be explored. This is to ensure that the data collected are as grounded in 
the reports of the participants as possible and that theory is not built on errors, 
prejudices or personal agendas.
Pilot Study
The aim of the pilot study was to identify open ended questions for participants 
during interviews grounded in the experiences of vasectomised men. These questions 
were intended to support a conversation rather than to direct it. The first phase of the 
pilot was to interview a recently vasectomised man, known personally to the author,
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to determine the issues central to his experience and likely to encourage discussion in 
other sterilised men. Notes were taken during this interview and a series of open 
ended questions compiled. The second stage was to invite a further four 
vasectomised men to meet and discuss the questions compiled after the first interview 
in term of the relevance of these questions to their experience. The four men met 
without the researcher present to complete this task. They opted to produce notes on 
each question, which were used by the author to draw up an interview protocol (see 
Appendix 1).
Participants of the Main Study
Volunteer participants were sought by letter (see Appendix 2) to 150 men who had 
been sterilised within a particular Urology Department approximately three years 
previously. Twenty-two men volunteered to be interviewed and 19 of these attended 
the hospital concerned for interview or made themselves available by telephone. 
Open sampling, which is an important first stage of an exploratory study of a new 
area for research, meant that information on participant characteristics was not sought 
prior to first contact. The inclusion of demographic information in accounts of 
qualitative research is an ethical issue where extensive quotes are provided to 
illustrate the process of analysis and theory generation. The rich personal information 
provided may compromise confidentiality if readers are familiar with a specific 
participant’s characteristics or circumstances. It is also important, however, to 
identify the population from which participants are drawn so that features of the 
original participant group may provide a starting point for purposive sampling of 
other groups as the research progresses. One solution to this dilemma is to provide 
information on participant characteristics in very general terms as part of the written 
account, more specific information being available via personal communication with 
the author. Thus access to information can be monitored, and restricted where 
appropriate. This solution has been adopted here and general demographic 
information is provided below:
The participants of this study were aged between 34 and 56 years (average 42 years). 
All were white and described themselves as married and employed (except one man
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who had retired). Two men said they had been married twice and three had 
stepchildren. Eighteen of the nineteen men had children (range 1 to 4). Occupations 
represented were Police, Fire and Ambulance Services, Medical Sales, Nursing, 
manual labour, Civil Service office work, shift work on the factory shop floor, 
academia and senior management. Three years as a target period after vasectomy was 
considered appropriate as any immediate but transient concerns after surgery, minor 
infections for example, would no longer be an issue but enduring concerns would still 
be significant to the participant.
Ethical Issues
A number of measures were taken to ensure that the study addressed ethical issues in 
relation to participants:
• Detailed information sheets were sent to all potential participants before the study 
began. These emphasised that participation was entirely voluntary and could be 
terminated at any time. Information about the study was reiterated verbally before 
each interview and informed consent obtained.
• Participants were given the option of being interviewed by telephone in 
consideration of the intimate nature of the subject to be discussed.
• Arrangements for the anonymous transcription of tape recordings and destruction 
of tapes were explained to each participant before the interview began and 
questions about confidentiality answered.
• On one occasion a participant appeared to find the interview difficult. He was 
asked if he would like to terminate the interview but declined. The interview was 
then gradually brought to an end by the interviewer.
• All participants were offered a summary of the information emerging from 
interviews. Full transcripts were not offered due to a personal communication 
from another researcher that participants sometimes found this distressing. Three
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participants asked for further information on the iatrogenic effects of vasectomy; 
this was provided by post.
• Where participants appeared to be preoccupied by an issue related to vasectomy 
but not directly relevant and wished to use the time during interview to discuss 
this e.g. the bonds between step parent and child, this preference was respected. 
The approach to interviewing followed guidelines suggested by Pidgeon and 
Henwood in Richardson (1996). The tone of the interaction was conversational 
and the researcher drew on clinical experience to establish rapport, ask open 
ended questions and manage the research/therapy interface so that personal issues 
were respectfully acknowledged without the interview becoming therapeutic in 
nature.
• Vignettes of each participant’s circumstances and story are sometimes included in 
the appendices of similar studies. A decision not to include these was taken based 
on previous experience of a different study when this practice appeared to 
compromise the privacy of participants.
Procedure
Information sheets sent to participants emphasised the open nature of the study and 
encouraged men to volunteer whether or not they felt that vasectomy had been 
psychologically significant in their lives (See Appendix 3). Interviews between 45 
and 65 minutes took place either at the genitourinary medicine clinic at the 
volunteers’ local hospital or on the telephone. Eight men chose to be interviewed 
face to face and the remainder by telephone.
Interviews were audio-taped and transcribed by the researcher. Transcription by the 
researcher, although extremely time consuming, allowed greater ‘immersion in the 
data’ as recommended by Strauss & Corbin (1990). Participants were offered a 
summary of the themes emerging from the analysis of transcripts and 17 accepted. 
(See Appendix 4 for a summary of themes emerging from the first ten interviews). 
Comments on the analysis were sought by post from participants to inform the
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interpretations of the researcher. Six men replied and all of these confirmed the 
emerging themes as representative of their experience (see Appendix 5 for an 
example).
Questions asked during the first five interviews were designed to support the 
interviewee in discussing vasectomy, rather than to test hypotheses. The protocol 
drawn up after the pilot study suggested prompts during the interview. These were 
not used in a specific sequence but following the conversational lead of the 
interviewee. As the interviews progressed a preliminary analysis of the data led to a 
slightly more focussed approach to interviewing. Information was sought which 
would illuminate the concepts which appeared to be embedded in the data if the 
interviewee did not address the question without prompting. For example, at an early 
stage of analysis the concept of Tifestage transition’ appeared to be important to 
participants. This was the decision to have a vasectomy as marking the end of a stage 
of caring for very young children. If participants in later interviews did not mention 
this possibility it was raised very tentatively and close attention paid to the level of 
resonance it appeared to have for that participant. This concept did not appear to be 
important to the majority of later participants.
The personal issues and knowledge of the relevant literature were ‘bracketed’ by the 
researcher through contact with a supervisor and a diary of issues arising from the 
research process. (See ‘Reflexive Issues’ in a later section). Analysis of the 19 
accounts of the process of vasectomy followed the prescribed format outlined in 
Strauss & Corbin (1990) and described below.
Preparation
Microanalysis of the transcripts forming the data is an important preparation for the 
identification of concepts embedded in the text. This took place both before analysis 
and towards the end of the process to ensure that the emerging theory was well 
grounded in the accounts of participants. The first stage of microanalysis took the 
form of an examination of a sample of transcripts with the research supervisor, 
looking at the meanings which appeared to be embedded in specific phrases. A later
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scrutiny of the accounts of participants by the researcher and three ‘consultants’ is 
described below as a verification procedure.
Coding and Analysis
Transcripts were loaded onto QSR NUD.IST 4 (Qualitative solutions Pty Ltd., 1997) 
a software package which aids the sorting and searching of non numerical data. The 
first stage, open coding, is the initial search of accounts for themes which are 
abstracted and conceptualised to become a list of categories. The list of categories is 
modified as analysis of the data progresses (see Appendix 6 for examples of these 
evolving structured lists or ‘trees’, in NUD.IST terms). The categories are then 
described in terms of their properties and the dimensions along which these properties 
occur. One central phenomenon emerges as of most interest to participants and, 
therefore, the most saturated with information and conceptually dense. At the second 
stage of coding - axial coding, the transcripts are examined to illuminate links 
between the central phenomenon and other categories and subcategories. In the final 
stage of coding the substantive theory is formed by systematically relating the central 
phenomenon to other categories, theoretical sampling to validate relationships 
between categories and further enquiry to identify and fill gaps in the theoretical 
framework. This process of coding and analysis is characterised by ‘constant 
comparison’.
Constant comparison is a feature of a grounded theory analysis of data in a number of 
ways. Most important is the attention paid to the actual experiences of participants, 
as they have described them compared to the abstracted and conceptualised categories 
as a theoretical framework is generated. Emerging categories are also compared so 
that the properties of a category can be defined against a backdrop of 'what it is not'. 
Comparisons between the differing experiences of participants also help to form the 
theory during theoretical sampling.
Line by line open coding is not required by Strauss and Corbin but was employed in 
this study to ensure that the transcripts yielded the richest possible data for this group 
of participants. Practical problems restricted access to potential participants so 
theoretical sampling was accomplished mainly by secondary analysis of the 19 
accounts. Open and axial coding of transcripts took place after each five interviews
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to allow propositions embedded in the data to emerge and guide further questioning. 
The responses of participants were also sought after the initial data collection period 
where categories in the data appeared to need further clarification. The mechanism 
for this was a short questionnaire sent to participants with the summary of the themes 
emerging from their accounts (see Appendices 4 and 5). Strauss and Corbin term the 
evolution of questioning to inform the comparison of categories ‘discriminate 
sampling’. Their terms ‘relational’ and ‘variational’ sampling refer to new questions 
designed to enrich the information available on the dimensions and properties of a 
particular category. Theoretical sampling takes various forms and may mean 
exploring the experiences of new comparison group of participants, a return to the 
original participants with further questions, a secondary analysis of data already 
collected or obtaining new sources of information e.g. documents or observations. 
Creswell (1998) refers to this dynamic and iterative process as ‘zigzagging’.
During analysis of the data a theoretical model begins to emerge and is enhanced by 
the generation and testing of propositions arising from the accounts of participants. 
This process is illustrated in the ‘theory development’ section of this study using 
post-vasectomy psychological adjustment as an example. The search for 
disconfirming evidence is an important part of the process of theory generation. 
However, the presence of such evidence does not necessarily mean that the theory is 
no longer useful. It is modified in the light of new findings. Glaser & Strauss (1967) 
did not see the veracity of theory as central to its utility, stating that later quantitative 
testing of hypothesis generated from the theory will complete the task. Every effort, 
however, was made to verify the substantive middle range theory of the psychological 
process of vasectomy generated from analysis of the accounts of participants in this 
study.
Verification
Creswell (1998) states that:
Verification in grounded theory is an active part of the research and becomes 
part of the standards one should use to judge the quality of the study (p. 209).
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Verification is integral to the analysis as the researcher constantly compares the 
participants’ accounts with developing theory. The transparency of the process, a 
discussion of reflexive issues, and triangulation may also address verification. 
Triangulation is the term used for the use of a number of vantage points to examine 
one specific issue. Tindall (1994) list four forms of triangulation; data, method, 
theoretical and investigator. Investigator triangulation was considered particularly 
important in the present study as the researcher, a woman, was likely to misinterpret 
accounts where socially constructed masculinity had emerged as an important theme. 
This concern led to a ‘voice relational analysis’ of a sample of the participants’ 
accounts. Voice relational analysis was first devised and described by Taylor, 
Gilligan & Sullivan (in Wilkinson, 1996). The authors were concerned by the 
possibility that they, researchers at Harvard, were misinterpreting or indirectly 
influencing the accounts of their participants (young girls considered to be 
disadvantaged and at risk of early pregnancy). Taylor et al. described forming a 
‘research team’ to which a consultant, from the same ethnic group as many of their 
participants, was invited. Their team then listened to (or read) the account of each 
participant paying particular attention to her description of herself, the cultural 
context she inhabited, her story and her relationships with others. Comment from the 
team lead to further insights on, for example, reactions to the researcher, 
contradictions, and taboo subjects within the accounts.
The voice relational approach was modified to fit the scale of the present study and a 
research colleague, the research supervisor and one man who had been sterilised were 
invited to form a temporary ‘research team’. These were the three ‘consultants’ 
mentioned briefly above (please see Appendix 7, for the explanatory leaflet prepared 
for the team members). The first stage of the voice relational analysis was a meeting 
between the author and the first two members of the ‘research team’. Four transcripts 
were selected to reflect the diversity of participants’ experiences and each one was 
read and discussed with a focus on four questions. The questions and guidance 
provided are outline briefly below:
1. The plot. What story is the participant telling? What are your emotional 
connections and disconnections with his story?
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2. How does the participant describe himself? Please read for the ‘I’ in the account.
3. How does the participant perceive his relationships with others? Here we are 
reading for accounts of social support, or lack of it, and descriptions of his 
relationship with friends, relatives, colleagues, wife and children.
4. The social and cultural milieu within which the participants exists. How does he 
perceive the cultural norms of his group and the way he relates to them?
Notes were taken on the results of this lengthy discussion. The second stage of the 
voice relational analysis was a repeat of this process with a vasectomised man known 
to the author and not involved in the pilot study. This meeting was audio-taped, with 
his permission, and parts of the tape were transcribed later.
The voice relational analysis proved to be an essential step in highlighting 
contradictions in the participants’ accounts and passages which indicated discomfort 
with the topic discussed. Fear of surgery and expressions of emotional distress were 
highlighted by members of the research team as obscured by impression management 
concerns. However, the voice relational analysis verified the author’s interpretations 
to the extent that the emerging theory did not require modification.
The following section presents the analysis of the participants’ accounts of their 
experience of vasectomy from decision making to the experience of surgery. The 
stage of adjustment to vasectomy is not included in this section as it is used to 
illustrate the process of theory development later.
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Analysis and Theory Generation
Three stages of the process of vasectomy; decision making, the experience of surgery 
and post vasectomy adjustment, emerged from the 19 participants’ accounts in this 
study. Decision making was clearly the most absorbing stage of the three for almost 
all participants. No participants spoke at length or with energy about the experience 
of surgery and only those who had experienced difficulties in adjustment showed 
interest in the post vasectomy period. The first section below, ‘analysis’, 
demonstrates the emergence of superordinate categories, categories and concepts 
from the transcripts of interviews with participants. The following section illustrates 
the process of theory generation by taking the analysis a step further. To avoid 
duplication the ‘analysis’ section is concerned only with the first two stages of the 
process of vasectomy and the ‘theory generation’ only with the third, adjustment, 
stage.
It is important to acknowledge that the collection of data, the analysis and the 
generation of theory are enmeshed in grounded theory methodology. The process 
‘zigzags’ from data to conceptualisation and theory is generated by constantly 
comparing these two. This integration is emphasised in the present study as the 
central phenomenon emerging from the data, social support, was central at all three 
stages of the process of vasectomy. One purpose of this research, however, is to 
demonstrate the application of grounded theory methodology and for clarity this 
account separates the process of grounded theory data management into the two 
stages of analysis and theory generation.
Throughout the text participants’ words are quoted in italics, each participant was 
identified by a number from one to 19 and the text unit numbers are given for each 
quote to facilitate retrieval from the transcript if necessary. The prefix ‘7 ’ precedes 
comments by the researcher during interviews. Quotes from the relevant literature 
are in standard typescript.
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Analysis
The Structure of the Analysis Section
The phenomenon of social support, dominant in the data, also forms the lynchpin for 
this account of the decision making process in vasectomy and the experience of 
surgery. Participants talked of the source of this support as important in defining the 
type of support sought and offered at both stages. The analysis section, therefore, 
begins by presenting the categories of social support from family, friends and 
colleagues as distinct in terms of properties and their dimensions. Quotes from 
participants support the analysis throughout. Social support appeared to be 
inextricably linked to one other superordinate category at the stage of decision 
making, that of gender role self evaluation in relation to vasectomy. Two other 
important but less influential categories are also described:
• Personal considerations such as moral and religious convictions and lifestyle 
choices.
• Information seeking styles. These were governed either by access to social 
support or by a wish to avoid the type of information perceived as likely to be 
offered by peers.
A short description of participants’ experiences of surgery, demonstrating the 
importance of social support in influencing whether memories of the procedure are 
positive or negative, concludes the analysis section.
Social Support
Social support emerged as the central phenomenon in the accounts of the nineteen 
participants. Fifteen participants described taking advantage of social support at 
home, at work and/or within friendship groups. Two mentioned vasectomy to only 
one or two people at work but emphasised the value of this contact. The remaining 
two participants did not access social support, one through choice and one wanting 
support but finding himself isolated.
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Sources and Characteristics of Social Support
Relatives. Fathers were cited twice as sources of information and reassurance. Both 
sons interviewed had a sense of inevitability about the move towards vasectomy.
One participant said:
I ’ve just accepted that that is what the men do when they’ve 
finished their family (P02: 72)
and
my father had one, maybe its just a natural progression.
I t ’s what you do (P02: 28), 
the other:
Since my dad’s had it done I ’ve always really thought 
I ’d end up having a vasectomy’ (PI 6: 229)
and
I t’s just like the next step to take (P16: 191).
Three men mentioned obtaining valuable support from a brother in law, one had 
spoken briefly to his brother in law. The type of support offered here was described 
as information and reassurance. Teasing was mentioned twice in relation to relatives, 
once when a brother who had not had a vasectomy accompanied a participant to the 
hospital for surgery. He teased the participant when:
one old man walked through who was virtually bent double ’ saying ‘it looks 
like he’s just been done ’ (PI7: 144).
Another participant said he had teased a brother in law frightened of surgery:
we used to rag him about it, that he was a sissy (P02: 80).
Friends. For three participants friends were the only mentioned source of 
information and support during the process of vasectomy, one further participant 
mentioned friends and a relative. Participants who discussed vasectomy with male
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friends were often surprised to learn that friends had previously been sterilised. Brief 
reassurance appeared to characterise these conversations.
I  don't know, its something you don't talk about isn’t it really?
Except, sort of, 'I've had it done and it were alright' (P05: 45).
And
I  think one or two o f my friends had been and said 'oh I  wouldn't worry 
about it, its a doddle’. So I  thought somewhere between me being 
terrified and them saying it was a doddle is the reality, perhaps its not 
as bad as I  think it's going to be (P14: 121).
Participants’ conversations with friends about vasectomy appeared to differ in 
character from those with colleagues. One participant mentioned that he had spoken 
briefly to two colleagues about vasectomy but that he would never discuss it amongst 
friends:
... I  think it's personal thing. It's not the sort o f thing 
you talk about in pubs or with friends. I f  you’re happy with 
sterilisation then it is a personal matter then it's best discussed with 
your partner. It’s not really anyone else's business (PI 0: 109).
Another participant had been given a T-shirt by a friend of his wife bearing a caption 
about his recent vasectomy. He said:
I  went to work in it. I  wouldn't go to the pub in it, though 
(PI 1: 125-127).
It is interesting that Participant 11 felt able to wear the T-shirt at work where he had 
described ‘locker room banter’ about vasectomy as the norm but did not feel able to 
wear it amongst friends.
Reid & Fine (1992) interviewed 16 men about self disclosure amongst same sex 
friendships. They found that married men were likely to discuss personal concerns
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with their wife and did not often choose to do so with friends. Married men valued 
same sex friends, however, and did not feel that disclosure was necessary, assuming 
that a friends would ‘just know’ if help were needed. In the present study one 
participant spoke of a ‘close friend’, also a colleague, accompanying him to the 
hospital. This man had been frightened of surgery and found the presence of his 
friend comforting. He said that he had not spoken to his friend about the vasectomy 
in any detail, however.
I  You didn't tell him directly?
No, well I  might have done but I  think it was quite obvious that 
I  was nervous about it (P13: 92-93).
Swain (1989) describes male friendship as ‘a covert style of intimacy’ (p.71) and 
cautions against pathologising the reported lack of self disclosure in male friendships. 
He argues that the male perspective must be adopted in order to avoid misjudgement. 
Mullen & Gross (1983) reviewed a number of studies on help seeking behaviour and 
concluded that self disclosure is ‘sex-typed as in-role for females and out-of-role for 
males’(p. 249). It appears that the social context has some bearing on levels of self 
disclosure, however. Participants in this study were more likely to ask for information 
and disclose their decision to seek a vasectomy at work than with male friends. 
Constraints operated in both social contexts, however, and emotional matters were 
rarely discussed.
Colleagues. Eleven participants described a supportive peer group at work offering 
information, reassurance and social inclusion. An important theme of social identity 
with the peer group emerged and was strongly valued by the majority of respondents 
having access to peer support at work. One further participant had received brief 
support from his manager and offered support to a colleague at the works’ sports 
club.
The types of support mentioned varied according to the specific context of the 
workplace and the stage of the vasectomy process. At the stage of exploring the
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possibility of having a vasectomy examples were provided of information giving and 
peer group pressure at work, for example:
I  can imagine that i f  you were in quite a strong male group and 
you'd all hadfamilies who were starting to grow up and it started 
to become an issue. Then i f  some o f your peer group had 
already been through it, and had a vasectomy, I  can imagine 
then i f  you were in any doubt...they'd take the Mickey in a 
playful way, saying 'you're scared, you're chicken' or whatever.
Perhaps that put that little bit o f extra pressure on somebody 
where they'd go ahead and do it.
I  Group pressure?
Yeah, group influence and all that (P07: 109- 111).
Once the commitment to vasectomy had been made (and made public) conversations 
were characterised by telling ‘horror stories’, as Participant 3 called them:
I  had heard all the horror stories, people walking out and 
blood everywhere, not stitched up properly and still bleeding or 
stitches burst.
He described the content of the stories further:
...the physical effects o f the operation, the aftermath. The bloodbath!
(P03: 162 and 49).
Participants’ reported reactions were:
• Avoidance. Knowing that a public commitment to vasectomy would lead to 
‘horror stories’ and increasing fear of surgery some participants did not mention 
their intention until after the procedure. These participants had already heard the 
stories of men returning from surgery and so did not avoid the impact of stories 
entirely.
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• Dismissing the stories as exceptions to the rule and feeling that they would be 
lucky:
I've known lots o f people who've had the operation, loads o f  
jokes about it, but in the end its only a very small incision so it can 
hardly be the biggest deal in the world. (PI4: 26)
• Increasing fear:
Well, I  suppose I  got apprehensive with the stories what you heard.
I  That put you off a bit?
Yeah... (PI 1:99-101)
Participants accepted the stories of a ‘bloodbath’ as part of the social ritual and knew 
that more accurate information could be obtained by a ‘quiet word’ before the 
operation. The information available mainly concerned the experience of surgery. 
Most participants observed social rules, as they perceived them, avoiding ‘taboo’ 
subjects e.g. sexual and emotional concerns, although one man said he could ‘ask 
anything’. He later recounted showing the scars of his recent vasectomy to 
workmates and friends. For the majority of participants, however, the common 
perception was that one could ask anything until further questioning revealed that 
‘anything’ in this context was restricted to the details of the operation:
...the psychological is a little bit more personal 
I  So you wouldn't know i f  anybody felt low about having a vasectomy?....
Yeah. I  would never go down and say 'do you feel any more or any less 
o f a man now you've had your vasectomy? ’ I'd never say that. I'd say 
'did you get any pain? ’
I  So you can put it on the table, but only in a certain way?
Yes
I  Would you ever be interested in whether your friends had had any 
feelings about it?
I'd listen to anything. I  would never bring it up.
I  As a way o f opening the conversation you could say 'was it a
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bloodbath? ’ or whatever?
Yeah, and you would say that, you would (P03: 171-179).
Some men said that sexual and emotional concerns could be addressed obliquely and 
very generally, on a one to one basis. As the operation approached it was understood 
that men would approach a colleague waiting for a vasectomy individually and speak 
reassuringly of the experience of surgery.
... You laugh andjoke about it and take the Mickey and they'll 
probably come back to where we are two or three days later and the Mickey 
taking will start again. A couple o f days before he actually goes for 
operation someone will take him to one side and say 'you know we're only 
kidding, don't you?' and he'll say 'yeah, yeah but what is it like? ’ And 
then you'll explain to him exactly what it is like ( PI2: 245).
Wills (1985) highlighted informational social support as an important aspect of health 
psychology. He reported a study he completed in 1983 which showed that 
information on medical and psychological treatment was often sought within social 
networks and highly valued.
After the operation the recently sterilised man sometimes brought stories of the 
operation back to add to the fund of ‘bloodbath’ accounts while speaking of himself 
as coping well with the physical trauma. Other men spoke of their behaviour as 
fearful during the operation but phrased this to amuse peers, for example:
The worst part o f mine was when they sprayed that plastic skin on 
me, after. I  could have cried! (PI 1:85).
Participants described teasing from workmates about the time off work required:
..about not being man enough, as you might say, to come back the 
next day (P06: 193).
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Level of anaesthetic chosen:
...(if) somebody's had the general anaesthetic for...we just sort o f comment 
about them being wimps and things like that.
I  Really, i f  they've had the general they're a bit o f a wimp?
Yeahl (P08: 92-94).
And time until sexual activities resumed:
I, probably with bravado, said next day or something like that, or as 
soon as I  got out o f hospital, in the car park (PI 1: 297).
After vasectomy some participants reported teasing other men as they approached 
surgery, with evident enjoyment:
... you're part o f the Mickey taking club then (laughs) (PI 2: 251).
The types of interaction within peer groups of colleagues, as described by the 
participants in this study varied according to the type of workplace. Several 
participants had worked a shift pattern on the shop floor and in service occupations, 
e.g. in the police, fire and ambulance services, with the same group of individuals for 
many years. This environment appeared to provide the richest source of information, 
teasing and reassurance and was highly valued by participants. Office workers and 
an academic were less likely to discuss vasectomy with colleagues but almost all 
approached a colleague on an individual basis to discuss the experience. In this 
context information was likely to be factual and although ‘horror stories’ did 
sometimes feature.
The existence of ‘horror stories’ in accounts describing supportive relationships with 
colleagues resonates with Ackroyd’s (1990) participant observer study of 
slaughterhouse men. He describes the ‘braggadocio’ of these men in their working 
environment: ‘by emphasising heroic manliness the slaughterhouse men sought to 
turn their association with blood to a source of status’ (plO). Ackroyd comments on 
the toleration of verbal aggression amongst colleagues and very strong attachment to
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colleagues and workplace. It is possible that a similar phenomenon is embedded in 
the accounts of men here. ‘Horror stories’ and teasing may be a mechanism for the 
cultural transformation of vasectomy to a characteristic of ‘manliness’ within a 
specific social group.
Peer Influence on Gender Role Self Evaluation and Vasectomy
The preceding analysis of the importance of social support in the decision making 
process shows that this support is inextricable from the formation of a gender role self 
evaluation for participants. This complex relationship was particularly apparent in 
the workplace and, specifically, in blue collar and service occupations.
Gender self perception is no longer seen as fixed and bipolar but appears to be 
sensitive to context (Smith, Noll and Bryant, 1999). The working environment, 
particularly where blue collar work is concerned, appears to be a potent source of self 
referent ‘masculinities’. If ‘masculinity’ is defined as ‘a symbolic script, a cultural 
construct’ (Gilmore, 1990), the workplace can be seen as one situation in which the 
‘reproduction of men and masculinity’ (Collinson & Hearn, 1996) takes place. 
Collinson and Hearn emphasise the role of work here when they say:
‘Typically, it seems, men’s gender identities are constructed, compared and 
evaluated by self and others according to a whole variety of criteria indicating 
personal ‘success’ in the workplace’, (p. 63)
Vasectomy appeared to be one characteristic of masculinity for some of the 
participants in this study. As one participant said:
P It's a macho thing, i f  you don't have it done you are not a man. (P02: 84)
Gilmore (1990) saw ‘manhood’ as ‘a prize to be won by fierce struggle’ (p. 17). He 
notes that across the majority of cultures he studied the achievement of manhood is 
not a single event but a series of tasks. The tasks typically require courageous 
behaviour in the face of perceived danger. To flinch in the face of pain or to avoid 
the challenge is to be met with derision and humiliation. In meeting the challenge
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courageously ‘you are made a man’. Gilmore’s study included British culture but he 
restricted his scrutiny here to the public school system. It is possible that the tasks of 
manhood appear in other guises in some areas of modem working life.
Collinson also focussed specifically on shop floor working environments for his 
(1988) study of interactional styles at work. He found that conversation between 
colleagues was characterised by aggressive humour, insults and explicit sexual 
references. Those observed to be ‘man enough’ to react with equanimity were 
accepted into the dominant group. Those unable to do so were kept at a distance. 
Collinson’s reference to the ‘piss taking’ mentioned by men in his study immediately 
recalls words of participants in this study, for example:
you take some blacking... (P02: 33).
And
i f  you can't take it you won't be there very long (PI 1: 269).
It appears that Ziegler et al.’s (1966) study of men before and after vasectomy which 
found an increase in masculine behaviour after surgery may have discovered a change 
which is relevant to the participants in this study. Ziegler et al. interpreted their 
results as due to a ‘presumed overcompensation for feared unmascularising effects’ 
(p.61) and saw this phenomenon as deleterious to mental health. It may be, however, 
that there is an intensity of gender role self evaluation around this time which 
increases vasectomised men’s identification with sex role stereotypes. Miller, Lewy 
& Peckham, (1997) found that recall of situations when men had acted instrumentally 
increased male gender role identification. It seems likely that recall of a behaviour 
perceived as one criterion for ‘manliness’ has a similar effect and would influence 
data collected in Ziegler et al’s study. Pathologising this phenomenon may have been 
a mistake. Indeed, participants in this study spoke of pride in their fulfilment of a 
male role and a positive sense of social inclusion and support from their peers. In 
1974 Roberto’s participants spoke of vasectomy as a path to fulfilment, confident 
masculinity and social approval. Mumford’s study of decision making and 
vasectomy in 1975 emphasised the importance of peer support. It may, therefore, be 
erroneous to conclude that changing cultural norms since 1966 and a change of
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context from the United States to Britain justifies Ziegler and associates’ 
interpretation.
Smith et al. (1999) studied the gender self concept of men in different contexts. They 
found that work and same sex friendships were most likely to elicit the most male 
stereotyped behaviour from men. This suggests a similarity between social 
interactions between friends and colleagues. Participants in the present study, 
however, described their interactions within friendships as less likely to be 
characterised by self disclosure and teasing about vasectomy than contacts with 
colleagues.
Participants in this study emphasised the importance of social networks and relatives 
in providing information about vasectomy, reassurance and a valued sense of social 
inclusion. Several participants talked of feeling ‘part of a crowd’ seeing vasectomy 
as one of the developmental stages of life as a family man within their social context.
Conformity. Participant 3 described his colleagues:
... We're all about the same age.
I  So you're all tussling with similar dilemmas?
Yeah, same problems, basically. We all basically joined together at 
similar sort o f time. We were all single, now we're all married, all got 
children and most o f us have had vasectomies (P03: 187-189).
When asked whether they were influenced by their peer group in the decision to have 
a vasectomy, participants emphasised the individual nature of the decision and denied 
that they felt ‘part of a crowd’ in this. However, later in the interview the participant 
would often contradict this statement and talk about the inevitability of the decision to 
have a vasectomy when others perceived as similar had done so. For example:
I  think basically my decision was an individual one.
Then:
I  mean a lot o f the fellows I  go drinking with who're
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a bit older than me, they've all had it done (P12: 259 and 279).
It appears that, for the participants of this study, the teasing and social rituals of a 
peer group were valued by the majority. Where peer group pressure to have a 
vasectomy appeared to be influential several participants were uncomfortable 
discussing this possibility. Those who acknowledged the presence of group pressure 
were able to resist it, at least in part, by denying the group access to their decision 
making process. Participants voiced their criticisms of men who had chosen not to 
have a vasectomy on completion of their family in a demonstration of the strength of 
feeling forming peer group pressure in favour of vasectomy, for example:
I  mean, it’s me brother in law, who I  know, he hadn't had it
done and she had the operation. To me that's stupid (P05: 130).
The study of conformity to social or group norms has long been the focus of attention 
within social psychology. Hogg & Vaughan (1998) describe the forces operating as 
they trace the history of enquiry from Allport’s work in 1924 which showed that 
isolated individuals were more likely to give a wider variation of answers to a given 
question than subjects operating within a group. The group is seen by Asch (1952) as 
an important reference for appropriate behaviour in ambiguous circumstances. 
Again, situational factors are thought to be crucial and to be more influential than 
individual differences (e.g. Vaughan, 1964). Membership of a social group gives the 
individual access to normative and informational influences which are especially 
powerful when ambiguous circumstances are encountered and create anxiety. In 
choosing to conform, members gain self esteem and a sense of ‘belonging’ (e.g. 
Turner, 1991). As individuals conform to a group norm wider group and cultural 
norms are formed. Pleck’s (1995) ‘gender role strain’ model of masculinity states 
that violation of gender role norms, which are shifting and contradictory has negative 
consequences for mental health. In this study the participants often spoke of the male 
role as intimately connected with the decision to have a vasectomy. This suggests that 
the decision not to have vasectomy for those completing their family whilst enjoying 
membership of a similar group is more likely to be associated with a deterioration in 
self esteem and mental health than voluntary sterility. Further work exploring the
136
gender role self evaluation of non sterilised men in blue collar occupations would 
clarify this point.
The impact of social support on gender role self evaluation in relation to vasectomy 
appeared to be positive and highly valued by participants in this study. One of the 
costs of peer group membership, however, was the exposure to ‘horror stories’ about 
surgery and the consequent intensification of fear.
Fear of surgery. Only three of the nineteen participants in this study did not report 
fears in relation to vasectomy. Fears ranged from fear of surgery, by far the most 
common, to fear of diminished libido or impotence after the vasectomy. Mumford 
(1983) reports that a quarter of participants in his study of 235 vasectomised men had 
delayed sterilisation for significant periods due to fear of the pain of surgery. Fear of 
feeling ‘less of a man’, suggested by many early studies, was mentioned by only one 
participant.
... I  think blokes are always torn when they're having it done 
between their ego, oh my goodness... you know the bullets have 
been taken out o f the gun, sort o f thing. They don't want 
to lose their manhood or whatever (PI 9: 125).
Some participants explained fear of surgery as due to prior experience of sports 
injuries to the genitals.
... I  mean, playing football, when you get the ball it can hurt. lean  
see blokes who play thinking, 'we don't want that!' (PI 1: 157).
Strategies developed to manage fear varied from avoidance e.g. putting off a 
vasectomy for over a decade (Participant 10) to acting on impulse before fear blocked 
action:
... like just jumping off the top o f a high board into the 
diving pool. You look over and you think 'no, no ’ and then 
'I've got to do it' and then just jump (P03: 64).
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One participant reported that surgery was postponed due to his hyperventilation on 
the operating table:
... I  mean I  was really nervous and when I  went to see... you go 
for like a pre check, and I  said to him 'can't you put me to sleep?' and 
he said 'oh no, you'll be alright'. So anyway I  went and I  was laid out 
on the bed all ready to be cut open and they wouldn't do it because I  
were hyperventilating. And I  was saying ‘look just do it, I'll be alright ‘ 
but they said 'oh no, i f  you pass out we have to stitch you back up' so 
they said ‘ i f  you come back next week we'll put you to sleep ’ (P16: 57).
The impact of peer group membership on the fears of participants was interesting. 
The peer group both served to ‘wind up’ participants with ‘horror stories’ and to 
reassure with a ‘quiet word’. Unfortunately the ‘quiet word’ took place immediately 
prior to surgery after a long period of ‘horror stories’ at the expense of the nervous 
participant. A close look at participants’ accounts of their fears and their access to an 
informative social network shows that fear of surgery and postoperative side effects 
also occurs in men who do not choose to discuss vasectomy with peers. Therefore 
the ‘horror stories’ may intensify fear but do not seem to cause it.
Fears of diminished libido and impotence were attributed to ‘rumours’. This may be 
due to the ‘taboo’ nature of such fears in discussions with friends and colleagues 
whilst they continue to pose a ‘threat to manhood’. It is possible that the ‘horror 
stories’ exact a cost in terms of fear of surgery but also serve a protective function by 
deflecting anxiety from deeper fears of demascularisation.
Some participants reported that fear of surgery had discouraged them from choosing 
vasectomy as a contraceptive method. However, these participants said that their 
conviction that volunteering to be sterilised was an important male role within a 
marriage had eventually motivated them to request the procedure.
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The perception of the male role within a marriage. Concern for the wellbeing of 
participants’ wives emerged as a strong theme in the 19 accounts. The concept of 
behaving in a way perceived as ‘fair’ in relation to their wife was linked to the 
concept of the ‘male role’ in a marriage. Where pressure from a participant’s wife 
was cited as an influence on the decision to have a vasectomy it was with some 
embarrassment as if the participant did not wish to appear to need outside 
encouragement. Interestingly, Gilmore’s (1990) cross cultural study of ‘masculinity’ 
showed that the most constant feature of the male role across the cultures he studied 
was the value put on self sacrifice and denying oneself for the good of others. In the 
present study participants explained that their understanding of surgery for female 
sterilisation was that it was more complicated and led to more unpleasant side effects 
than vasectomy. The male role was then seen as removing this burden from one’s 
wife. Participants reacted with criticism to those men who were known to have 
encouraged their wives to be sterilised, seeing this as ‘an individual decision’ but 
avoiding their responsibilities.
Table 1 shows participants’ concerns in relation to their wives during the decision 
making process of vasectomy. Participants main concerns were to behave fairly in 
relation to their wife as described above, concern for their wife’s health, and the issue 
of commitment to the relationship.
Wife’s health. Three participants mentioned concerns about their wife’s health as 
part of deciding to have no more children. Specifically, these included prior 
problems during pregnancy, wife’s age and prior mental health problems. Seven 
further participants said that worries about the long term health consequences of 
taking ‘the pill’ had informed their contraceptive choice. Some participants reported 
that health concerns had prompted their partners to stop taking the pill before the 
vasectomy and dissatisfaction with substitute methods had prompted the decision to 
be sterilised.
Commitment. The issue of commitment emerged as a strong theme for eight of the 
participants. The decision appeared to contain an unspoken commitment to the
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relationship as men perceived sterilisation as reducing the options if the present 
marriage broke down and they sought another partner:
So there was no doubt in my mind about the strength o f  
the relationship. I  think, well i f  there had have been then it 
might have altered the decision (PI3: 257).
And
As I  say, I  think we might not have done it i f  the relationship 
was in trouble but it wasn't and it isn't (P13: 269).
The implied nature of the communication about commitment to the relationship is 
emphasised by participant 18:
Well I  think my wife thought 'well, he's made his commitment so our 
relationship must be on an even keel' sort o f thing, I  don't know. I  
haven't asked her to be honest. Or i f  I  did, I've forgotten (PI 8: 297).
Where a wife had encouraged a participant to have a vasectomy this was assumed to 
convey her commitment to the relationship. One participant commented on this when 
he responded to the summary of themes emerging from interviews, saying:
‘Having a vasectomy might mean a ‘commitment to your wife, 
especially having been encouraged to have the op. by them, 
but after having a few marriage problems myself and knowing 
other people the same as me, I  now know it doesn’t mean 
commitment to your husband. This should not be a reason 
for having the op. (See Appendix 8).
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Table 1. Participants’ Concerns In Relation To Their Wives.
Where participants mentioned that tubal ligature as a ‘bigger operation’ this is marked (a). 
Concerns about the long term health effects of ‘the pill’ are denoted (b).
Participant
number
Vasectomy as 
‘fair’ to 
wife
Concern for 
wife’s health 
(not ‘the pill’)
Expression of 
commitment 
to wife
Pressure from 
wife to have 
vasectomy
01 (a)
02 (b)
03 (a)
04 (a) wife’s age
05 (a)
06 (a) pregnancy
problems
07 (a)
08 (a) mental health 
problems
S V
09 (a) S
10 (a) and (b) S
11 (a) and (b)
12 (b) S
13 (b) S
14 (a) and (b)
15 (a)
16 (a) S S
17 (a)
18 Previous 
problems in 
pregnancy
S
19 (b) V
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Maschhoff et al.’s (1976) assumption that increased sexual frequency and decreasing 
thoughts of marital separation were linked to the commitment embedded in the 
decision to have a vasectomy and termed ‘re-affiliation syndrome’ may have some 
relevance here. Although considerations such as commitment, concerns about wife’s 
health and behaving ‘fairly’ to one’s wife were all cited as important, the 
superordinate category containing all these concepts emerged as the participants’ 
view of a man’s role in a marriage. Assuming this role implied commitment to the 
relationship, and concerns for the wife’s welfare emerged from this stance.
Social support was a pervasive influence in the process of decision making in 
vasectomy for the majority of the participants of the study. For some this appeared to 
be a difficult factor to acknowledge as central to their choice. Participants spoke 
without ambivalence of the influence of personal considerations, however. These 
were often said to predate the influence of social networks in moving men towards 
the choice of vasectomy as a contraceptive.
Personal Considerations in the Decision Making Process
The decision to have a vasectomy was preceded in some cases (but not all) by the 
firm decision that the family was complete. One participant appeared to be less 
certain whether his family was complete and more concerned about the 
inconvenience of other contraceptive methods.
It was just a decision to make our lives easier, so you could stop 
fussing about putting creams on bits o f plastic.
I  It wasn't even 'we mustn’t have any more children ’ it wasn't even 
that?
No... my wife is getting a bit old. It'd probably be a bit risky to have 
more kids (P04: 60-62).
Factors considered by participants in making the decision about family completion 
were related to dislike of other contraceptive methods, lifestyle choices and life stage 
transition.
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Dislike of other contraceptive methods. The issue of dissatisfaction with other 
methods of contraception was raised by all except one participant. Concerns ranged 
from dislike of barrier methods due to ‘mess’ and condoms feeling Tike Clingfilm’ to 
having experienced an unplanned pregnancy using other methods. Mumford (1983) 
In the present study, however, although contraceptive issues did emerge as salient, 
several participants had decided prior to completing their family that they would 
eventually have a vasectomy found this factor be the most powerful prompt in the 
decision to have a vasectomy.. Other methods were often seen as temporary whilst 
the individual overcame his fears of surgery and sought reassurance from peers and 
family.
Lifestyle choices. These were often linked to long term planning, for example:
...we ’re both still young and I  think the view was that we 
could see our children grow up and then we've still got a life 
o f our own.
I  So it was part o f a bigger plan in a way was it?
Yes. The view is that we're young enough to do everything 
our kids want and we’re both active and that, long term, 
we can take it a stage further than that and still have a life 
when they’re leading their own lives (PI7: 35-38).
Some participants commented positively on vasectomy as a means of planning one’s 
life and the meshing of this approach to contraception with personality traits:
... that probably sums up my personality. I f  I ’m going to do 
something I  do it and then Ilike to see it finished. Ilike everything 
in boxes.
I  Yeah, it was like a chess game, you jump from one square to the next 
square and there is no going back?
Yeah, that's it, yeah. That’s all I... I  don’t like these misty areas 
and grey lines (P02: 62-64).
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Linked with the concept of planning and lifestyle was the concept of lifestage 
transition.
Lifestage transition. This concept first emerged at the pilot stage of the study when 
one participant stated that vasectomy had enabled him to move on from a stage he 
experienced as very demanding -  bringing up very young children. Vasectomy, for 
him, marked a welcome transition and brought a feeling of relief and achievement. 
Several participants in the main study showed recognition of these sentiments, for 
example:
You've done it, you've got the T-shirt so you don't want to do it 
again!
I  There's a bit o f survival about it?
You're just stabilised. Life is just stabilising financially and 
things like that. You're just levelling out again (PI 1: 42-43).
Other participants, however, rejected this understanding of the decision to have no 
more children entirely, stating that the ‘baby stage’ had been rewarding and was 
much missed. In such accounts limited finances or consideration for their wife’s 
health emerged as important factors.
Morality and religious convictions, were mentioned by several participants as a, 
usually insignificant, part of their decision making process. Exceptions to the pattern 
existed, however. Two participants who did not choose to belong to a close social 
network and did not discuss their decision to be sterilised with others described strong 
moral stances that had made vasectomy the ‘correct’ choice for them: Participant 19 
described his religious and moral convictions as central to his beliefs about the male 
role:
. . . I  think the whole equality issue has got out o f  
hand because o f men oppressing women. I  think 
it is unnecessary. Woman is the frailer species and should 
be kept like a china cup. It's very strong but it's fragile and it 
should be kept like that. Not like a dog, come here, do this, 
do that, do the other, but protected and cherished and a
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vasectomy is part o f the whole picture o f doing that.
I  Looking after your wife?
Looking after your wife and try to take a lead (P19: 218-221).
Participant 10 had chosen not to have children and the theme of social responsibility 
emerged repeatedly during his account:
... I  mean we take the view that in the old days, fair enough, 
you'd end up having kids at some point in the marriage.
Now when you've got the freedom to choose it’s better to 
choose i f  you want children, really want them. Then you’ve 
made the decision to have them or not to have them.
It’s being responsible either way. I f  you don’t really want 
the responsibility then... or i f  you want to provide a loving 
family or i f  you want to live your lives as a partnership, 
rather than as a family with children...then its only fair to 
take responsible action.
I  So it almost has a moral level to it, is that right?
Oh, yeah, yes, yes\ (PI0:29-31).
The complex relationship between social support and personal considerations is an 
interesting feature of the decision making process in vasectomy. As ‘part of a crowd’ 
some participants felt the move towards vasectomy as an inexorable progression 
through the life stages of a man belonging to his peer group. However, personal 
considerations may govern the decision to ‘go public’ about the possibility of 
choosing vasectomy. Thus the individual may attempt to control the level of peer 
influence by ‘keeping quiet’ whilst he considered his options from personal point of 
view or within the privacy of his marriage. Participants often existed within a large 
social network, however, and stories about vasectomy, the transmission of peer group 
values and cultural norms are a part of the individual’s social world even before he 
considers his family complete. Thus ‘keeping quiet’ cannot protect the individual 
from the pervasive influences of his peers. The feminist concept of ‘resisting’ may be 
relevant here. Social psychologists have termed ‘resistant’ the active and covert
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strategies girls and women employ to insulate themselves from the influence of 
cultural norms they do not wish to accept and perceive as detrimental to their 
wellbeing, (e.g. Taylor, Gilligan & Sullivan, 1996). The present study demonstrates 
the difficulties of men in ‘resisting’ cultural norms in relation to vasectomy.
Seeking information and social support outside social networks. Sources of 
information outside peer groups and relatives mentioned were general practitioner, 
urologists and newspaper articles. Almost every participant expressed satisfaction 
with the pre-sterilisation discussion with the urologist. Two exceptions to this were 
Participant 4 and Participant 18. Participant 4 felt strongly that a ‘counselling type’ 
interview would have been more appropriate than a factual discussion. This man did 
not have access to social support. He reported that he would have liked to discuss his 
decision in more depth and receive more information on possible side effects of 
surgery. Participant 18 also felt that more could be gained from a different approach 
to pre-vasectomy counselling. He said that the consultant had been in a ‘mad rush’ 
and did not give him an opportunity to discuss his decision:
I  So are you thinking like a sounding board might have been 
handy right at the beginning?
Well, yeah exactly. I  think i f  perhaps when they sent out all this 
information and then there ought to be a questionnaire with it.
I  What sort o f questionnaire are you thinking?
Well I've just done one actually because I'm a (identifies work role).
'How long you've been married?’ and this sort o f thing and that'll give 
you an idea o f you know... Then, well, 'why do you want a vasectomy?' 
or you could help them along and say 'is it because a), b), c), d)? ’ and 
'what are your priorities?' Or let them do it.
I  And ask i f  you want a bit o f counselling or something?
Yeah. And then say 'if you want to come and talk we'll have a 
vasectomy evening on such and such a day’ (P18: 324-329).
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Participants having access to information from peers and relatives often commented 
that the interview with the consultant was necessary in principle but personally 
superfluous:
... I  had a chat with the doctor before I  had the operation
and the questions that they were asking I'd already answered myself
through asking other people (P03:207).
There was no consensus on the most appropriate approach to take to pre-vasectomy 
counselling in this study. Social support occupied a central position throughout the 
process of vasectomy and this lends support to participant 18’s suggestion that 
invitations to a group session comprised of men intending to have a vasectomy, 
perhaps with access to individual time with medical staff, might be the most helpful 
format. Mumford’s (1983) study also found that access to information from a 
previously vasectomised man was the most important feature of the decision making 
process. Inclusion of volunteers from this group may also be useful.
Four participants mentioned obtaining information from newspaper articles. This did 
not seem to have been particularly useful and was described as unimportant in the 
decision making process.
The Experience of Surgery.
The experience of surgery occupied very little time and space in the accounts of the 
nineteen participants in this studies. Fear of surgery emerged as a significant 
category but only 13 participants remarked on the actual experience of surgery. 
Seven of these spoke of surgery as a positive experience, ranging from a momentary 
pain to ‘it was wonderful’ (Participant 15). Positive memories of surgery were 
associated with the effects of social interaction during surgery. Participants 
appreciated the distraction effect of talking to acquaintances e.g. the anaesthetist’s 
assistant, and other social interactions. Three of the remaining participants 
commenting on the experience of surgery spoke of it as neither a positive or negative 
experience and emphasised the transient nature of minor pain. One of the three
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participants remembering the experience as negative spoke of wishing for a more 
personal approach:
I  thought it was a bit like a conveyor belt to be honest (PI 3: 119).
One spoke of severe pain and the third of wishing for less conversation with medical 
staff during the operation.
For the participants in this study the experience of surgery did not appear to be a 
particularly important part of the process of vasectomy. The majority of participants 
described surgery as a positive experience and associated their positive memories 
with rewarding and distracting social interactions. Those remembering surgery as a 
negative experience attributed their dissatisfaction to various factors.
The analysis of the nineteen accounts of the process of vasectomy which form the 
data for this study showed that social support from relatives and peers was the most 
powerful influence on decision making and the experience of surgery. Not all 
participants chose to access social support and their accounts provide interesting 
insights into negative perceptions of belonging to a cohesive male group and other 
factors influential in the decision making process. Group membership and the 
development of group norms appeared to be the mechanism by which vasectomy has 
been transformed, for the participants choosing social inclusion at least, into a ‘task of 
manhood’ and characteristic of the male role within a marriage. Self disclosure 
appeared to follow a restricted pattern which allowed the physical aspects of 
vasectomy to be discussed but no focus on emotional or sexual concerns. Disclosure 
was most likely to occur within working groups where ‘horror stories’ are 
characteristic of the ‘banter’ and teasing noted by other researchers as part of the blue 
collar working environment. Interesting tensions and contradictions were apparent in 
the data when adherence to group norms and fear of surgery were mentioned. A 
voice relational analysis alerted the author to the possibilities of impression 
management as an aspect of the data that required further scrutiny. The sensitive 
nature of vasectomy and the salience of masculinity as a theme appeared to activate 
concerns in the participants about their presentation during interviews. However, the
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participants also appeared to have made strenuous efforts to be frank and sometimes 
commented that the interviews had led them to new insights about their own 
situation.
Questions raised by the literature about the factors influencing decision making in 
vasectomy and whether vasectomy is perceived as a threat to manhood have been 
answered for this group of participants. The remaining question ‘what are the factors 
influencing psychological adjustment to vasectomy?’ will be addressed in the next 
section.
The final stage in the process of vasectomy, adjustment, is considered in the 
following section. A preliminary analysis of the data for this stage was conducted but 
is not described due to limitations of space. The development of theory through 
secondary analysis is illustrated for psychological adjustment to vasectomy.
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Theory Generation
Grounded theory is generated as propositions are inductively and deductively derived 
from the analysis of the data. These hypotheses guide theoretical sampling and 
discontinuing evidence is actively sought. The transparency of the process is 
important in allowing the reader to judge the ‘trustworthiness’ or veracity of the 
theory generated. A detailed example is, therefore, provided illustrating the 
theoretical underpinnings of the role of peer support in psychological adjustment to 
vasectomy.
Following open coding the superordinate category ‘social support’ and the category 
‘iatrogenic issues’ emerged as central to the post vasectomy period. The links 
between the two were examined during axial coding and the proposition ‘men who 
do not access support from a peer group cope less well with problems after 
vasectomy than those existing within a support social network’ emerged. This 
proposition was addressed during the process of theory generation for post vasectomy 
adjustment.
Theoretical sampling via a secondary analysis of the data facilitated a search for 
confirming and discontinuing evidence relevant to this proposition. Initially this 
involved a search of all text coded at the ‘no peer group’ location and all text coded at 
‘needing support afterwards’ and moved to examine links between coding at ‘peer 
group’ subcategories and ‘iatrogenic issues’. Tables 2 and 3 provide information on 
the experience of participants after vasectomy and their access to peer support. Long 
term problems are defined as those lasting more than five weeks after vasectomy, as a 
number of participants mentioned that transient infections resolved after three to five 
weeks. Quotes are supplied where problems occurred to illustrate the participants’ 
subjective experience.
Whilst all participants said they would recommend vasectomy to others some 
qualified this by describing difficulties they attributed to having had a vasectomy.
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Analysis of the data showed that those who had either chosen not to access peer 
support or had no access to such support due to circumstances (having moved to a 
new city recently) appeared to adjust less well to perceived negative iatrogenic 
factors.
Social Support and Psychological Difficulties Following Perceived Iatrogenic 
Problems.
Participant 4 spoke of the psychologically devastating consequences of reduced 
sensation at orgasm and its effect on his mental health:
But in the first months after the vasectomy, too, I  got 
very depressed because it just didn't feel the same 
I  Tell me more about that 
Orgasms didn't feel like orgasms 
I  Really? I  wonder what that was about? Not as powerful, is that... ?
No, no, nothing like as powerful and there wasn't that much sensation 
there at all. I  wasn't taking painkillers at the time.
I  A bit numb?
Yeah, I  thought I'd made an awful decision and I  got very depressed 
(P04: 19-25).
And
I  Did that affect your wife as well?
Well yes, she was having to cope with someone who was saying 'Oh, my 
God, my life is over'
I  You felt that there was hardly any point in carrying on?
Well, yes. It seemed like I'd made an awful mistake and there was 
nothing much one could do about it (P04: 35-37).
Participant 4 also spoke of his need for support afterwards and mentioned his 
difficulty in accessing that support:
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Yes, I  guess at the time I  was keen to talk to somebody. When I  was 
feeling so depressed -  it’s often hard to talk about what's depressing you 
you (P04: 133).
It is interesting that during a voice relational analysis of the transcript of Participant 
4’s account it was noted that he only mentioned his wife as a source of support and 
understanding. When later asked to think carefully about the meaning of his sexual 
difficulty and why this had prompted suicidal thoughts he said:
... whenever you introduce a big change into a relationship you don't 
know what will come out the other side. Sort o f like when you have a 
child, you don't know what’s going to happen afterwards. So yes, there 
was a long term worry about the relationship as part o f the initial 
depression.
I  It was like the cement keeping you together?
Yes (P04:95-97).
Paradoxically, Participant 4 later stated that his only long term concern about 
vasectomy was the possibility of wishing to leave his wife and being unable to start a 
family with another woman. He perceived his wife as less likely to want to end the 
marriage. Thus it may be tentatively assumed that loss of his wife as a person was 
less frightening to him than loss of social support. Participant 4 had adjusted well to 
long term problems of painfully scarred genitals, however, and did not regard this as 
a major concern. It seems that loss of sexual pleasure had implications for the 
stability of Participant 4’s support system and, therefore, caused great distress 
whereas long term pain did not carry a loaded meaning in terms of social support and 
could be dismissed.
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Table 2: Participants Experiencing no Long Term Problems Post Vasectomy
p Peer context
01 Supportive friends
02 Supportive relatives and 
friends
03 Supportive friends and 
colleagues
05 Friends -did not discuss 
vasectomy
06 Supportive relatives and 
colleagues
09 Supportive colleagues
10 Brief discussion with two 
colleagues
11 Supportive friends and 
colleagues
12 Supportive friends and 
colleagues
13 Supportive colleagues
14 Supportive friends
15 Supportive relatives and 
colleagues
16 Supportive relatives and 
colleagues
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Table 3. Participants Experiencing Long Term Problems After
Vasectomy:
p Problem Quote Peer Context
04
Sexual problems 
and permanent 
scarring
I  got very depressed 
because it just didn ’t feel 
the same (19)
No peer group -  limited 
conversation with one 
relative
07
Vasectomy 
ineffective - redone
It was an overwhelming 
relief (2nd time) and ‘at 
last! ’ (93)
Limited conversation with 
one colleague
08
Sexual problem On a scale o f things it’s 
very minor (34)
Supportive colleagues
17
Occasional pain I: Does that worry you?
P: No, not really, to be 
honest. (171-172)
Supportive colleagues
18
Pain on erection 
and prostatitis
I  think it was just 
unfortunate that I  copped 
for all these things and I  
think with hindsight I'd 
still do it again. (251)
Supportive colleagues
19
Prostatitis I f  they ’re related 
(prostatitis and 
vasectomy) and I  find out 
that they’re related then, 
yeah, I  would be quite 
annoyed. (67)
Chose not to discuss 
vasectomy. Isolated from 
colleagues by status
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Participant 19, isolated by status from his working peer group and choosing not to 
discuss vasectomy with friends, spoke of having developed prostatitis after a year 
without problems and its continuing effect upon his life.
I ’ve learnt to cope with it. But it is uncomfortable because at times i f  I  need 
to go to the toilet I've got to go there and then.
IA  bit like cystitis then?
That's right and love making sometimes is uncomfortable. And 
certainly dissipated (PI9: 53-54).
He described his reaction to this as searching for links between vasectomy and 
prostatitis in order to decide on whether a reversal would be a solution:
it seems strange that it just came on. I  know that there's a study in Sweden 
about it (links between prostatitis and vasectomy), I  saw that on the Internet. 
But I  saw the specialist and he said 'Oh, they haven't got any association' 
but you know... who knows? (P19: 55-56).
This man explained that his reaction to others ‘whinging’ about the pain of vasectomy 
was unsympathetic as he regarded vasectomy as a ‘necessary evil’:
Pain's relative isn’t it? I  mean it stings a bit..
I  So you don't really have much sympathy for people who have lots o f  
time off andfeel....
I  think it’s ridiculous (P19: 103-104).
He returned comments on the first stage of analysis with a request for more 
information on any possible links between vasectomy and prostatitis. Depression and 
sexual dysfunction have been noted in sufferers of chronic prostatitis (Egan & 
Krieger, 1994). Given Participant 19’s decision not to seek peer support on this issue, 
it seems likely that his way of coping with distress and pain was to adopt an 
information seeking coping strategy rather than seek emotional support.
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Social Support and Psychological Adaptation to Perceived Iatrogenic Problems.
In contrast men who experienced long term physical problems after vasectomy but 
existed within a supportive working environment described problems such as erectile 
difficulties, prostatitis and long term intermittent pain as minor problems. Participant 
8 ascribed dissatisfaction with his sex life since vasectomy (erectile dysfunction) to 
vasectomy. He spoke of it, however, as having very little effect on his mental health:
I  suppose it’s not particularly positive, it's a little bit o f a down 
side, but I  suppose against that one... We were happy that we'd 
got the family we wanted and therefore, it's one o f the things that's 
perhaps a little bit o f down side but it’s a little less messy than 
messing around all the time with contraceptives.
I  You see it as a cost worth paying in a way?
Yes (P08: 9-11).
Later:
I  ... so on the whole are you pleased you went ahead?
I  never any worries about it. Sometimes on the performance 
side o f things...but erm...
I  That gives you a little worry?
But, it’s a small price to pay (P08: 187-190).
This man did not speak of marital instability as a fear but did speak positively of 
vasectomy as the ‘responsible’ thing to do. He also had a peer group available to him 
at work and had accessed information and been teased before the operation. He did 
not speak of looking for support for his post vasectomy erectile dysfunction from that 
peer group, however, this topic presumably being a ‘taboo’.
Participant 17 spoke very positively about his vasectomy throughout the interview:
I f  anybody said to me 'would you have it done?' I
would say without any shadow o f doubt 'go for it! ’ (PI 7: 118).
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Surprisingly, towards the end he mentioned that he experienced long term occasional 
genital pain since vasectomy, saying:
The only thing is occasionally you get a tingle hut apart from that...
I  Are you talking about long term?
Long term you occasionally get some pain (P17: 168-170).
He described enjoying support and teasing from his colleagues throughout the process 
of vasectomy but said that he would never broached sexual matters with them:
I  Would you ask your mates that? (whether vasectomy affects sexual 
performance)
Er, no I  don't think so.
I  There's not a way you can ask?
No there's no easy way o f putting that.
I  So really it's a doctor thing?
That's right (P17: 181-186).
Although Participant 17 did not directly discuss post vasectomy pain with his 
colleagues his positive attitude towards the experience and to the supportive 
environment at work suggests a link between the two.
Similarly Participant 18 described the experience of vasectomy very positively 
although he qualified this with a description of the symptoms of prostatitis which 
developed a year after vasectomy:
... It swells up and I  had trouble. It was like weeing sand.
I  Oh dear, that sounds horrible.
Passing blood and all sorts o f things.
I  That sounds worse than the usual infections.
Well, yeah. I'm not quite sure i f  it's related to the vasectomy 
because it was about twelve months after so it could
157
have been hiding down there. Or it could be just one o f 
those things. I  blame the vasectomy (PI 8: 55-59).
Towards the end of the interview Participant 18 remembered that he had experienced 
problems immediately after vasectomy, too:
The scar was a bit rough and sometimes I  got pain when I  had an erection 
but that didn't last long.
I  So that doesn’t affect you now?
No
I  So were you worried about that for a while?
Oh yeah, because it was quite painful.
I  Did you speak to the GP?
I  didn’t. I  thought it’s just the after effects and we ’11 just see what happens.
I  How long did that last about?
Um, twelve months about (PI8: 228-236).
This man saw vasectomy as a positive choice, when asked if he would recommend a 
vasectomy to others he replied:
I  tell them to get on with it as long as they've got a stable 
relationship (P18: 185).
Participant 18’s description of his response to physical trauma has similarities to that 
of Participant 17, adjusting well and viewing vasectomy as a positive decision, whilst 
acknowledging the problems perceived as associated with surgery. Again, he did not 
talk about needing or seeking emotional support after vasectomy but existed in a 
cohesive group of colleagues.
The remaining participant describing unexpected iatrogenic effects of vasectomy 
mentioned that his first vasectomy did not work and the procedure was repeated. His 
response to this was a renewed determination to be sterilised and only a positive
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feeling of relief after the second vasectomy. He also chose not to discuss this with 
colleagues.
A preliminary look at the participants’ accounts of post vasectomy problems suggests 
that social support is associated with better psychological adjustment. This applied 
to participants existing in a supportive peer group whether or not they choose to 
discuss their problems. The mechanism by which social support is associated with 
better adjustment to problems after vasectomy remained unclear, however. One 
possibility emerging from the data was that enhanced self esteem resulting from 
behaving in a way perceived as appropriate to the male role would protect the 
individual from poor psychological adjustment if later problems occurred. Social 
support is here seen as important in terms of conveying information about the male 
role. The proposition ‘behaviour consistent with perceived male role will influence 
psychological adjustment to physical problems after vasectomy’ was investigated by 
comparing the value placed on vasectomy for men who adjusted well to later 
problems and those who appeared to have difficulty doing so. The process is 
illustrated below:
Conformity to perceived male role as a mediating factor in psychological 
adjustment to perceived iatrogenic problems. Eleven participants in this study 
said they felt proud of having had a vasectomy as it signified overcoming fear of 
surgery in order to be ‘do the right thing’. Pride appeared to be associated with the 
self sacrificial aspect of the valued male role and echoes Gilmore’s (1990) finding 
that ‘tasks of manhood’ continue throughout the lifespan and are characterised by 
courageously facing physical fears. Eighteen of the nineteen participants of the study 
cited not wishing wives to suffer as important in their decision to have a vasectomy. 
The remaining participant said:
... i t’s part o f a marriage, I'd say. I t ’s just part o f what you do (P02: 78).
All three participants experiencing perceived iatrogenic problems and adjusting well 
emphasised their view of vasectomy as identified with the male role, for example:
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Being the nineties man and taking your side o f the responsibilities 
and that sort o f thing... (P08: 110).
Their wife’s reaction appeared to be important in reinforcing this perception. These 
three participants spoke of the positive reaction of their wives, for example:
I ......Did you feel proud o f your self for having gone through with it?
Oh yeah
I  Did you? Did you pat yourself on the back and think 'well done you 
did it even though you were scared'?
Yeah, exactly, and my wife said ‘well done ’ because she knows what I ’m 
like.
I  So it was a chocs andflowers situation?
It was actually, yeah (P18: 302-315).
Of the men who had either ongoing adjustment issues or a severe psychological 
reaction to problems after vasectomy Participant 19 spoke of his perception of 
vasectomy as integral to the male role:
i f  you're the head o f your family then you've got to take responsibility for 
what is better for your wife andfamily (PI 9: 145).
And:
... 'I've been through this pain because Ilove my wife' (PI 9: 236).
He spoke of her reaction:
She was proud o f me (PI 9: 238).
Similarly Participant 4 valued participating in contraceptive responsibility and 
mentioned that vasectomy was chosen as the fair method of sterilisation as he 
understood it to be less complicated than tubal ligation. Interestingly, Participant 19 
was the only participant to cite fears of being ‘less of a man’ as an obstacle to
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vasectomy. He, therefore, exhibited some ambivalence about the role of vasectomy 
as a ‘task of manhood’.
It is clear that participants in this study valued vasectomy as an important part of the 
male role within a marriage. Some participants appeared to experience a, probably 
transient, improvement in self esteem after surgery. Positive reactions from 
participants’ wives were an important factor in post vasectomy pride. Conforming to 
the perceived male role, however, was not sufficient to confer protection from 
problems of psychological adjustment to ill health and impaired sexual functioning 
following vasectomy.
Confirming evidence for social support as the central phenomenon in psychological 
adjustment to vasectomy emerged from a secondary analysis of the data. The 
mechanism for the buffering effect of social support and its influence on 
psychological health was not clear at this stage of theory generation, however.
The Nature of Social Support.
A close look at the extensive literature on social support and health provided 
illumination and support for the findings, however. The lack of self disclosure of 
post vasectomy problems noted in participants’ accounts of perceived iatrogenic 
problems is particularly puzzling, as this does not appear to diminish the protective 
effects of social support. Brown (1978) looked at the those enjoying primary 
relationships characterised by truth and intimacy and noted that these people were 
unaware of the supportive nature of the relationship but perceived themselves as self 
reliant. Awareness, it appears, is not required for the effect to take place. The 
positive effect of peer group membership in this study did not depend on the 
existence of a confiding relationship, however.
Interestingly Wills, in Cohen & Symes (1985), notes that there is a surprising dearth 
of evidence in the literature for the specific ways in which peer group membership 
confers social support. A number of researchers have attempted to define a ‘helping’ 
relationship as offering attentive listening and sympathy e.g. Cowen (1982), but Wills 
concludes that there is little evidence to suggest that such a confiding relationship is
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crucial. Ashton & Fuehrer (1993) make the common mistake of assuming that self 
disclosure must be inherent in any effective helping relationship, saying:
Social support is often sought in times of need and it may be safe to assume 
that some type of disclosure of need, on the part of the recipient, has occurred 
(p. 465).
Levinger & Huesmann (1980), however, draw a distinction between supportive 
behaviour within social networks and ‘relational support’ where membership of a 
valued social group is sufficient to provide support.
Relational support is said to offer a general buffering effect and may have offered 
protection to participants of this study from a variety of attacks on their self esteem. 
One participant talked of his working environment as a source of support during life 
crises:
I  It sounds very supportive.
About anything really. There's always someone who's done it or knows 
about it. That's how I  think it is, about anything, you’ll know somebody 
who's done it or knows how to do it.
I  So it means you get a lot from work, from your point o f view, in terms 
o f the community?
I  think i f  you left that and went to work on your own...
I  It would drive you mad?
Aye, yeah, that would kill you. (P11: 302-307)
Choosing to belong to a social group, rather than resisting inclusion, provides 
information on the normative behaviour for that group in a variety of anxiety 
provoking situations. This leads to ‘a highly sought-after and satisfying reduction in 
subjective uncertainty’ (Hogg & Vaughan, 1998, p. 271). Certainty cannot be the 
only factor influencing improved adjustment, however, as all participants appeared to 
be sure that vasectomy was an integral part of the male role within a marriage. 
Behaving in accordance with group norms also reaffirms social inclusion and leads to
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increased acceptance by the group (Long & Spears, 1997). Thus it appears that 
participants experiencing problems after vasectomy are buffered from psychological 
distress by the affirmation of social inclusion in a highly valued group.
Research on the function of downward social comparisons as self esteem 
maintenance by Wills (1981) hints that the horror stories which served as currency in 
the working peer groups of men in this study as they go through the process of 
sterilisation may serve a function in providing an opportunity to compare oneself 
favourably with others. Participant 12 gave an example of a ‘horror story’ which 
could serve this purpose:
Well I  do actually know someone who had the worst scenario, he 
actually lost one o f his testicles.
I  Through having a vasectomy? How did that happen?
Well he said it just went like a dried pea (PI 2: 159-161).
A close look at the accounts of participants regarding perceived iatrogenic factors 
following vasectomy revealed a pattern of coping well with sometimes serious and 
enduring problems. Where adjustment had been a problem the participant had also 
restricted social support either by necessity or choice. All participants felt that 
vasectomy was a morally correct path for a husband when the family is complete and 
all but one of the men experiencing long term problems felt proud of their decision. 
The buffering effects of social support appeared to operate independently of values, 
perceived male role and the existence of a confiding relationship. Participants’ 
accounts were consistent with Levinger & Huesmann’s (1980) concept of relational 
social support operating as a protective mechanism in psychological adjustment to 
problems after vasectomy. The question raised by McMahon et al.’s (1992) study of 
chronic pain after vasectomy appears to have been answered. In their study about 
half of men experiencing chronic scrotal pain four years after vasectomy did not 
regard this problem as ‘troublesome’ but no further information was given to clarify 
the mediating factor. It appears that relational social support may have protected at 
least some of the 17 per cent of men in their study who experienced chronic pain after 
vasectomy but who did not seek further professional help.
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It is important during the process of theory development to retain the possibility that 
concepts not related to the central phenomenon are influential. Peer consultation and 
techniques designed to bring the researcher closer to the data may prevent premature 
development of theory without thorough examination of all propositions embedded in 
the data. An example of a proposition emerging from the data which was not related 
to social support but was nevertheless scrutinised for any influence on adjustment to 
perceived iatrogenic problems after vasectomy follows:
Improved Satisfaction with Sexual Activities and Psychological Adjustment to 
Vasectomy.
One example of the search for disconfirming evidence is the examination of the 
proposition ‘improved satisfaction with sexual activities protects men who experience 
problems perceived as iatrogenic after vasectomy from psychological distress’. 
Twelve participants mentioned improved satisfaction with sexual matters after 
vasectomy, almost all citing improved spontaneity and less concern about 
contraceptive failure as important. Improved sexual satisfaction is cited in many 
studies associated with vasectomy (e.g. Landis & Poffenburger, 1965, Grindstaff & 
Ebanks, 1973). Maschhoff et al. (1976) attributed this shift to ‘re-affiliation’. Other 
authors have merely assumed previous use of condoms as contraceptive and, 
therefore, improved spontaneity and sensation. The 12 participants in this study 
reporting increased sexual enjoyment included all but one man who had experienced 
long term physical problems after vasectomy and both men who had experienced 
difficulties in psychological adjustment. It appears, therefore, that for this group of 
men, improved satisfaction with sexual activities does not protect the individual from 
adjustment difficulties after vasectomy.
Theoretical Framework
As propositions are generated through immersion in the data and examined via 
theoretical sampling a level of ‘theoretical saturation’ is reached (Glaser & Strauss, 
1967). A theoretical framework is generated which is firmly grounded in the accounts 
of participants. This approach to theory development illustrated above and
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recommended by Strauss & Corbin (1998) led to the generation of a theoretical model 
for the process of vasectomy as a whole. This is shown in Figure 1.
Figure 1. Theoretical Model of the Influence of Social Support on The Process
of Vasectomy
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This theoretical model of the psychological processes of vasectomy states that the 
social support of colleagues, friends and relatives is the most important influence 
throughout the process of vasectomy. This influence is positive and acts to protect 
mental health. At the stage of decision making vasectomy may be transformed into a 
‘task of manhood’ and a valued behavioural norm for the male role within marriage 
by the reciprocal influences of social influence and cultural norms. Group norms are 
also formed which influence lifestyle choices. Information and reassurance is made 
available to the group member as he considers the option of conformity. When the 
individual chooses to resist group membership information is sought from physicians 
and the media. The model predicts an increase in sex role stereotyped self evaluation 
around the time of vasectomy as vasectomy is perceived as consistent with perceived 
cultural and group gender norms.
Furthermore, this model states that social influences are also a powerful determinant 
of the experience of surgery. If peer group and family support are not available 
support from hospital staff becomes important. Social inclusion and relational social 
support mediate adjustment to vasectomy. This is accompanied by transient 
improved self esteem linked to having overcome fear and attained this ‘task of 
manhood’, positive reactions from one’s spouse and increased sexual satisfaction. 
Adjustment is characterised by the telling of ‘horror stories’ that, in turn, reinforce 
development of group norms and the perception of vasectomy as a necessary act 
requiring courage. Men who choose to accept social support and group membership 
are protected from problems of psychological adjustment after vasectomy even where 
physical and sexual problems perceived as due to vasectomy remain. Where the 
individual is isolated from social support, whether by choice or circumstances 
difficulties in psychological adjustment to perceived iatrogenic problems are likely.
This theoretical model emerged from the accounts of the nineteen participants in this 
study and was generated by the analysis and interpretations of the author. The 
explanatory and predictive power of the model is specific to the participants of this 
study.
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Method Issues
Grounded theory’s epistemological position regarding researcher influence on the 
research is that this must be acknowledged and transparent. Tindall (1994) suggested 
that concerns and preconceptions personal to the researcher, where relevant to the 
reported investigation, be recorded to facilitate the reader in accounting for this 
inevitable effect. The issue of reflexive practice of the researcher in the present study 
was addressed partly by keeping a reflective research diary and partly by discussions 
during research supervision.
Reflexive Account.
Wilkinson (1988) refers to three types of researcher reflexivity, personal, functional 
and disciplinary. She regards personal and functional reflexivity as inseparable as 
they refer respectively to the personal concerns of the researcher in relation to the 
topic to be researched and to the nature of the research enterprise
Personal and functional reflexivity. Personal reflexivity refers to reflection by the 
researcher on the personal issues brought to the topic to be researched. Since the 
planning of a research project for the PsychD Conversion Course I have had two 
children, and my partner has had a vasectomy. My preconceptions of the process of 
vasectomy have had an effect on my interpretations of the themes emerging from 
participants’ accounts. At the stage of voice relational analysis these preconceptions, 
specifically a conviction that all participants would be pleased to move from the 
‘baby stage’ of child rearing and an assumption that delayed childbearing would be 
the choice of the participants’ partner, were challenged. A preconception linked to 
prior knowledge of the literature and to personal communication with men who stated 
they would never be sterilised was that vasectomy would be perceived by men 
contemplating surgery as a threat to manhood.
Unger (1983) clarifies the meaning of functional reflexivity as questioning the role of 
the researcher’s values and life circumstances in shaping the form of the research. 
Grounded theory was the approach chosen for this study primarily because the
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research question indicated that this approach would address the issues with rigour. 
Personal concerns were a need to learn about qualitative research methods as my role 
as a Clinical Tutor requires some understanding of Trainee Clinical Psychologists’ 
research interests and a dissatisfaction with the quantitative approach taken in my last 
piece of research. The research process became a preoccupation as it involved a steep 
learning curve and a change from a positivist quantitative approach to research to a 
‘contextualist’ perspective. Acknowledging the difference between the objective 
reality of the natural world and the shifting meanings that represent ‘cultural’ reality 
facilitated this transition. The nature of the present enquiry prompted this change of 
perspective.
Personal and functional reflexivity addresses the issues of the effect of researcher 
characteristics on the interpretation of data, on the philosophy of the research and the 
choice of method. A further issue is the effect of researcher characteristics on the 
collection of data. A female Clinical Psychologist acting as a researcher collected the 
interview data for this study. The obvious dimensions of gender and occupation are 
only two of the possible influences of researcher on the interview process, as King 
(1996) notes:
Researchers nowadays are increasingly encouraged to become aware of their 
feelings, biases and personal peccadillos and to scrutinize these closely 
(pi 76).
Scrutinising the data for such influences is a difficult task as one is unable to be 
objective when examining one’s own work. Mauthner and Doucet (1998) comment 
that:
A profound level of self-awareness is required to begin to capture the 
perspectives through which we view the world; and it is not easy to grasp the 
‘unconscious’ filters through which we experience the world (p. 122).
The feelings and biases of the researcher change the act of interviewing in a number 
of ways. At a crude level the sorts of questions asked govern the content of the
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conversation. At a more subtle level changes in eye contact and posture may prompt 
the direction of the conversation. The gender of the interviewer and interviewee is an 
important determinant of the type of data collected. Here the participant may limit 
their conversation to topics they consider appropriate. Opportunities were provided 
during research supervision meetings to reflect on my personal influence on the 
process of data collection. Regular meetings offered the opportunity to review 
interviews in blocks of five and to attend to issues as they arose. My bias as a 
clinician to attend primarily to the question of adjustment and to value accounts of 
psychopathology as important information was one area of concern. A positive 
aspect of clinical experience and training was my confidence in addressing issues of a 
personal nature and ability to maintain the interview as a ‘conversation with a 
purpose’ (Bingham & Moore, 1959) without intrusive questioning. King (1996) 
argued that research interviews and counselling interviews have many similarities. 
She encouraged the interviewer to use the skills of active listening and requests for 
clarification whilst allowing the interviewee to take the lead, suggesting that they are 
respectful and efficient ways to ensure that the data collected is true to the intended 
meaning of participants. King also emphasises the value of the clinical skill of 
listening carefully to the participant and putting one’s own personal reactions aside 
until after the interview. During the data collection for this study I found my clinical 
skills to be invaluable in maintaining boundaries, addressing difficult issues 
sensitively, guiding conversations respectfully, clarifying meaning, maintaining and 
conveying positive regard and adopting a light conversational tone whilst working 
hard to maintain the integrity of the process.
As a woman interviewing men my initial concern was the reaction of participants 
asked to clarify any references to demascularisation. I had assumed that men would 
find this uncomfortable and avoid straightforward answers. As vasectomy appeared 
to have been transformed into a ‘task of manhood’ this issue did not present a 
problem. Participants were also able to describe sexual dysfunction frankly, with one 
exception. One gender related problem did occur, however. The devastating effect of 
diminished sensation at orgasm on one participant’s self esteem was initially hard to 
understand and I asked a clarifying question as I assumed I had missed a more 
significant (to me) source of distress. It is possible that a male interviewer would not
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have had this problem. It may also be that, as a female researcher, I heard an entirely 
different story to one which participants would have told a male researcher.
Mauthner and Doucet (1998) acknowledged the ‘omnipresence’ of the researcher in 
the research process and, instead of seeking to control or delete researcher influences, 
acknowledged that all research is a ‘balancing act’ between the influences of 
researcher, the participants and existing theory and knowledge. This refreshing 
perspective continues to value personal and functional reflexivity whilst emphasising 
the personal characteristics of the researcher as inextricably embedded in the research 
findings.
Disciplinary reflexivity. Disciplinary reflexivity is the term used by Wilkinson 
(1988) to describe the influence of the dominant paradigm of the discipline of 
psychology and its influence on the research. This research has been directly 
influenced by the recent shift from an adherence to ‘proper science’ (Sampson, 1978); 
the positivist and empiricist paradigm of psychological research, to an 
acknowledgement that qualitative approaches to research may be valuable alongside 
quantitative methodologies. This is to simplify the position, as qualitative research 
has yet to be accepted as orthodox and lively debates on the relative merits of 
qualitative and quantitative approaches occupy the psychological literature (e.g. 
Morgan, 1998). The growing acknowledgement by the academic psychological 
community of the value of qualitative approaches, however, stimulated my interest in 
updating my knowledge by undertaking qualitative research.
Participant Reflexivity.
The active relationship between the participant and the research process is also an 
important consideration. Participants are sometimes invited to become co-researchers 
and contribute to the analysis of their accounts. In such cases participants’ influence 
on the process of researcher is multi-faceted (e.g. Morrow & Smith, 1995). The 
present study addressed this issue in a slightly different way by involving participants 
in verifying themes emerging from the analysis of data. The participants in this study 
viewed their involvement as ‘helping’ either other men or the researcher. One man 
stated that his wife, a student, had encouraged him to participate, as she knew of the
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difficulties of obtaining participants for research projects. Most of the participants 
thanked the researcher after interview and some said that the opportunity to think 
about vasectomy had led to insights into hitherto obscure areas of their life. One man 
appeared ambivalent about his involvement during the interview but declined the 
opportunity to withdraw. The end of this interview was facilitated by gradually 
closing questions.
Limitations of the Present Study and Directions for Future Research
Unfortunately, the number of men invited to volunteer to participant in the research 
and the breadth of theoretical sampling were constrained by restricted access to 
potential participants. Access was restricted by staffing constraints at the hospital 
involved. Secondary analyses of the 19 accounts and further contact with these men 
via a request for comments on the preliminary analysis and clarification of confusing 
concepts were the methods of theoretical sampling chosen to accommodate to the 
restricted access to potential participants. Available time and resources also limited 
the scale of this study. Pidgeon and Henwood in Richardson (1996) discuss the 
problems of applying grounded theory methodology in this context:
As originally conceived, its (grounded theory’s) goal was to build 
comprehensive theoretical systems from purposively sampled sets of relevant 
cases. However, it may not always be possible to realise such an ambitious 
goal in all projects. We have found this to be a particularly important issue 
for researchers starting out upon their own qualitative studies, who may have 
to accept more achievable goals for preliminary or small scale investigations
(p. 101).
The present study does, however, offer a theoretical model grounded in the 
experience of vasectomised men which provides a firm base for further work. Links 
with existing literature offer some measure of verification of the model and six 
participants, although only just over a third of the sample, confirmed that this analysis 
represented their experience of vasectomy. The findings of this study and the 
theoretical model generated are profoundly influenced by sampling constraints. In 
grounded theory methodology propositions embedded in the data are tested as theory
171
is generated. The range of propositions tested is restricted unless purposive sampling 
of new participants is possible. A number of relevant propositions are given below to 
suggest directions for future research:
• Men who would never consider having a vasectomy are influenced by the view 
that the procedure is demascularising.
• The perception of vasectomy as a ‘task of manhood’ is specific to male dominated 
occupations.
• Mental health problems after vasectomy are linked to impoverished social support 
networks.
• Relational social support is a crucial factor in ameliorating the impact of other 
specifically male conditions e.g. chronic prostatitis.
Although this study has investigated the natural history of a phenomenon occurring 
outside the domain of Clinical Psychology it has done so in response to concerns in 
the literature that vasectomy can have negative psychological sequelae. The analysis 
of participants’ accounts indicated that physical and sexual problems after vasectomy 
can be associated with severe mental health problems, specifically suicidal ideation. 
The crucial buffering effect of social support in coping with physical problems after 
vasectomy has been particularly striking. Purposive sampling of men who are 
experiencing mental health problems after vasectomy is the obvious next step in 
discovering more about the variety and meaning of their experiences and the most 
effective approaches to treatment. Egan & Krieger’s (1994) finding that men 
experiencing chronic prostatitis and associated sexual dysfunction are also likely to 
meet the diagnostic criteria for major depression suggests that the approaches to 
treatment suggested by this study may have wider relevance.
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Conclusion
This study collected retrospective data by interviewing nineteen men three years after 
vasectomy. The analysis of the participants’ descriptions of their progression through 
decision making, surgery and adjustment generation a substantive, middle range 
theoretical model of the psychological process of vasectomy. Theoretical saturation 
was limited but the model provides a basis for further work and is well grounded in 
the accounts of participants. Although the model presented here is specific to the 
accounts of participants in this study similar findings in the literature suggest that it 
has a wider relevance.
The model generated has preliminary implications for the treatment of clients 
presenting with issues related to vasectomy. The level of psychological distress 
which emerged as associated sexual dysfunction after vasectomy in the absence of 
relational social support suggests that a therapeutic focus on social support is an 
important adjunct to psychological interventions for sexual dysfunction, pain 
management and mood disturbance after vasectomy. Within a cognitive-behavioural 
approach the client’s beliefs about himself in relation to a valued peer group may 
emerge and, as a secondary concern, the significance of vasectomy to his gender 
typed self evaluation.
Answers to the questions posed before this study are now available. The major 
influences on decision making in vasectomy for the participants of this study were 
peer group norms, particularly in the workplace, father’s vasectomy, and participants’ 
perceptions of the male role within the family. Vasectomy was rarely seen as a threat 
to manhood, indeed, participants often saw vasectomy one of the criteria for 
masculinity. The existence of a long term physical problem perceived as iatrogenic 
appeared to be associated with difficulty in adjustment to vasectomy only in the 
absence of relational social support.
The confusion in the early literature is somewhat clarified by the findings of this 
study as it helps to explain the increase in gender stereotyped behaviour soon after
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vasectomy. The, often reported, negative reactions of friends to vasectomy 
accompanied by a belief that vasectomy would earn admiration and lead to self 
fulfilment also becomes understandable. Unfortunately previous authors have 
pathologised beneficial and protective phenomena. This problem illustrates the 
dangers of testing hypotheses before the generation of well grounded theory.
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Vasectomy Study
Protocol for research interviews
Introduction
Thank people for agreeing to take part. Ask how they got here, do they require 
travelling expenses? Obtain receipt and pay up.
Aim of Study -  to explore how men feel about themselves or their lives after 
vasectomy -  does it change after the operation? Why I’m interested in this topic. 
The literature is out of date and no one is sure what the likely psychological 
consequences are in the 1990s).
Way interview will be conducted -  they are in the driving seat. Pm here to help 
them find a way to talk to me and will ask questions to prompt their thoughts but 
I will always be guided by what they want to say. Time limit -  about an hour, 
but it is fine if less time is taken -  stop when ready.
Ethics -  The information sheet I sent talked a bit about confidentiality -  does the 
volunteer have any concerns on this score? Repeat that the conversation is 
confidential and that they may stop the conversation or decide not to talk about 
any issue that comes up -  again they are in the driver’s seat. I wouldn’t like them 
to feel uncomfortable about the conversation when they remember what was said, 
afterwards.
Taping -  is it OK to tape the conversation and make the some notes? Ask the 
volunteers to be careful not to say their own name so that tape can be transcribed 
anonymously. Tapes will be destroyed after transcription -  in about two weeks.
Names and addresses for summary -  Would they like a summary of the study’s 
findings afterwards? I would welcome their comments on the results. If so I will 
need their name and address so it can be sent on. I will destroy names and 
addresses once sent, and will not contact them to ask for feedback if they prefer 
not to comment.
Ask them to sign a consent form. Ask telephone volunteers if they have a fax 
or would like to give me their address for a form (with SAE). Alternatively put 
the ‘consent tape’ in and record consent.
Demographics - Would the volunteer mind giving me a few details?
Age (to the nearest 10 years)
Time since vasectomy 
Family?
186
Switch tape on
Prompts
Have you noticed any positive changes since vasectomy? Physical/ emotional
Have you noticed any negative changes since vasectomy? Physical/ emotional
How did you cope with any negative changes?
Have you been happy to tell others about your vasectomy? How have they reacted?
How do you see yourself as a person now, compared with before the vasectomy?
187
How was the decision to have a vasectomy arrived at?
How has your partner reacted?
Has your relationship changed since the operation?
Have you had any concerns about your sexuality after the vasectomy?
Did you have any fears before having the operation about your physical or emotional 
well being afterwards?
Did you discuss this with anyone (personal or professional)
188
Were your fears well founded?
On the whole, are you pleased you went ahead?
Is there anything else you would like to talk about?
Switch tape off
How do you feel about this conversation now?
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Dear
I am writing to ask you whether you would be interested in taking part in a research 
study on the psychological effects of vasectomy. I enclose a detailed information 
sheet which describes the study and what would be involved if you agree to take part.
Please be assured that your decision will not affect your future care in any way. If 
you decide you would like to become involved please return the tear off slip at the 
bottom of the information sheet to Catherine Amor, Chartered Clinical Psychologist 
at the address given on the slip.
Yours sincerely,
Mr
Consultant Urologist
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Information Sheet
Are There Psychological Changes After Vasectomy?
What is the purpose of the study?
Vasectomy is a very common procedure. Most of the research on the possible 
psychological effects of the operation took place in the 1960s and 1970s. This 
research suggested that negative psychological changes are unlikely. In fact most 
men reported feeling very positive after their vasectomy. One or two studies, 
however, did find that some men may be affected negatively by vasectomy, at least 
in the short term. This research is now at least 20 years old. The present study will 
explore whether vasectomy is likely to cause psychological problems in the 1990s 
and beyond.
How many people will be involved in the study?
20 people who have had a vasectomy within the last three years will take part. 
Potential participants are being contacted through the medical records at the (name) 
Hospital.
What does taking part involve?
Each participant will speak to Catherine Amor, a Chartered Clinical Psychologist. 
She is the ‘investigator’ referred to in this information sheet. You may choose either 
a telephone conversation or a face to face meeting at the (name) Hospital. Catherine 
will ask some general questions about your experience of vasectomy. There will be 
one conversation lasting about an hour. If you decide on a face to face meeting 
travelling expenses up to a maximum of £5.00 per return journey will be paid. Please 
keep any public transport receipts.
What about confidentiality?
Your identity will be kept secret. When the study is written up no names will be 
used. You can take part completely anonymously, but we will not be able to send 
you an appointment without your address. If you would like a summary of the 
findings of the study your address will be kept until the summary is sent to you. Your 
address and any other identifying information will then be destroyed.
The conversation will be audio-taped - with your permission- so that the investigator 
can look carefully for any similarities in what the participants say, afterwards. The 
tape will not have your name on it. It will be kept in a locked filing cabinet for about 
two weeks until especially interesting parts of the conversation are typed out. The 
investigator lives and works over hundred miles away so you are unlikely to be 
recognised outside the hospital in future.
Suppose I refuse to participate or agree and then change my mind?
It is hoped that you will want to take part in the study but a decision not to be 
involved will not affect your future medical or psychological care in any way. You 
may withdraw from the study at any stage. If you decide you would like to take part
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but find you would prefer not to answer a particular question during a conversation, 
this will be respected.
What if I wish to complain about the way in which this study has been 
conducted?
If you have any cause to complain about any aspect of the way in which you have 
been approached or treated during the course of this study, the normal National 
Health Service complaints mechanisms are available to you and are not compromised 
in any way because you have taken part in a research study. If you have any 
complaints or concerns please contact the project co-ordinator, Catherine Amor. 
You can also use the normal hospital complaints procedure by writing to Mr 
(name), Chief Executive of the Hospital.
Should I agree to take part only if I feel my vasectomy has affected me 
psychologically?
No, the investigator is interested in all experiences of vasectomy, whether positive, 
negative or no obvious impact on anything other than fertility.
What next?
If you would like to take part please complete and send the slip attached within two 
weeks. The investigator will then contact you with an appointment, either by phone 
if you indicate a preference for a telephone conversation or by letter if you indicate a 
preference for a face to face meeting.
Catherine Amor
I have read the information sheet describing a study of the possible psychological 
changes after vasectomy. I would like to take part.
Name...........................................  Please indicate your preference below:
I would prefer a telephone interview: Q
My telephone number:..................................................................
What times and days are convenient for a telephone conversation?............................
I would prefer a face to face meeting: | |
My
address......................................................................................................................
The face to face meetings will take place during normal work hours, although some 
evening appointments will also be available. Are there particular times when it 
would be impossible for you to attend? Please 
specify:.....................................................................
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Feedback for Participants of a Study on the Psychological 
Correlates of Vasectomy
Dear Participant,
Thank you, once again, for your kindness in participating in this study. I have found 
all the interviews, whether by phone or face to face enjoyable and very interesting. I 
hope that you found being interviewed a positive experience, too.
Attached is a summary of the themes emerging from our conversations, as it has 
seemed to me. Of course, it is possible that I have either missed something important 
or emphasised one particular aspect more than is appropriate. I am sending you the 
summary for your information and also in the hope that you will let me know if you 
feel I am not doing justice to your experience of vasectomy. Please use the form 
headed ‘Further Information from Participants’ to send me you comments and use 
the SAE enclosed. On this form there’s a specific question to answer, too. I became 
a bit confused when I looked at the transcripts as I sometimes asked people whether 
they felt any ‘less of a man’ after the operation or whether people had teased them 
about it. The replies sometimes led on to the subject of whether vasectomy had 
affected men’s sex lives afterwards or whether they had worried about this 
possibility before the operation. I began to wonder if ‘less of a man’ is another way 
talking about sexuality or whether it refers to a man’s feelings about himself as a 
person. It’s too late to ask in interviews now, so I’d grateful if you’d let me know 
what you think on the ‘Further Information’ form. Thanks very much.
I have interviewed nineteen participants but this summary represents the themes 
emerging from just the first ten interviews, as the remaining nine are not yet 
analysed. If you’d like a final summary in a few months please let me know.
If I interviewed you on the telephone I have enclosed a Research Consent Form. It is 
usual to have consent in writing when people take part in research (but hard to 
organise if you were interviewed by phone). I hope you won’t mind taking a minute 
to fill it in and post it back to me in the SAE provided.
The tapes made during interviews have now been destroyed and I am working from 
anonymous transcripts. I have found the research project very interesting and I’m 
hoping to disseminate the information collected widely. Ways to achieve this could 
be: an article in the academic press, feedback to Urologists, a thesis for part of my 
doctorate in clinical psychology and, perhaps, a booklet for men considering having 
a vasectomy. Please let me know if you have any other ideas.
Thanks again, and best wishes,
Catherine Amor
Chartered Clinical Psychologist
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A STUDY OF THE PSYCHOLOGICAL CORRELATES OF
VASECTOMY
Summary of the themes emerging from the first ten interviews
The experience of vasectomy can be divided into the issues of decision making, the 
experience of surgery itself and the after effects of the operation. This is a look at 
the ‘before, during and after’ of vasectomy.
Decision making
The process men went through before their vasectomy seemed to generate the most 
discussion. It was interesting to note that underlying the decision to go ahead and be 
sterilised there lay a lot of factors which either held people back from a vasectomy or 
pushed them along the path towards surgery.
Fear of the pain of the operation was most often mentioned as holding people back. 
Fear of something happening to young children in the family and the possibility that 
this might lead to wishing to have another child also emerged as a factor. No one 
appeared to be put off by the possibility of teasing from friends about ‘being less of a 
man’. This is interesting, as earlier studies have mentioned this sort of teasing as a 
negative experience. A few people had been put off by the experience of their 
friends having a vasectomy, especially if they heard stories of describing the actual 
operation as ‘bloodbath’ or similar. Avoiding such stories by not letting friends 
know until the operation was complete was a strategy mentioned for coping with 
this.
Information from friends and relatives was also a positive factor in supporting men 
considering having a vasectomy. Working in a group of men of a similar age seemed 
to be a powerful influence in that it helped provide information, support, and a 
feeling that vasectomy was a normal progression in the life of a family man. A sense 
of fairness, wives having taken responsibility for contraception for several years 
previously and having experienced complications of childbirth seemed to be 
important. Most of the men interviewed mentioned that they felt it would be fair for 
them to offer to be sterilised to redress this imbalance and also because they believed 
the female sterilisation operation to be more difficult and painful. Sometimes men 
reported that their wives had encouraged them to go ahead with the vasectomy, also 
feeling that it would be fairer if they did so. Some participants mentioned a sense of 
responsibility to the community in terms of not having too many children in an 
overcrowded world. Finance and the limited resources to provide for a certain size 
of family was also a factor for the majority of people interviewed.
Several participants linked the ability to plan and make life choices to maturity, 
especially when they talked about the ability to accept short term pain for long term 
gain. Some people said they would not have been able to do this when younger. 
Life choices also came up in relation to either a commitment to wives or to a 
complete certainty that no matter what happened in the marriage the man would not
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want any more children. This was connected, for some, to a feeling that vasectomy 
marked, and made possible, a transition from the ‘baby stage’ of bring up a family to 
a more settled and less physically demanding stage of having older children. Some 
people were very relieved to be certain that the ‘baby stage’ had come to a 
conclusion.
It’s not surprising that dislike of other contraceptive methods emerged as an 
important factor in the decision to have a vasectomy. The methods mentioned were 
the pill, condoms and the diaphragm. These were either seen as unreliable, unfair to 
women or interfering with spontaneity. Some people had experienced an unplanned 
pregnancy and this had often been the final push in the decision to have a vasectomy.
Information on vasectomy was most often obtained from work colleagues, friends 
and relatives, in that order. Fathers and brother in laws being mentioned most often 
as informative relatives who had already had a vasectomy. Information from friends 
and work colleagues seemed to be of two main types, either teasing as part of a group 
and taken in good part, or a quiet reassuring word in private. Some topics such as 
worries about the effect of vasectomy on sexual performance were often said to be 
taboo in discussion with others, but not by everyone. Some people found a chat with 
a Urologist helpful in terms of reassuring them about the long term effects of 
vasectomy on their health. Others (usually those with less access to informative 
friends) would have liked a more ‘counselling’ type of interview with a professional 
to help them with the decision making process. Everyone mentioned a discussion 
with his wife as important before deciding to go ahead.
Experience of vasectomy
There was a wide variety in the reported experience of the actual surgical procedure. 
Some people said that the experience was painful for a short time but that this was 
insignificant and recovery soon followed. Other participants described a very painful 
procedure and a long recovery. A few people said they had hardly felt a thing and 
described making jokes during the operation. The most common experience was 
short term pain with relatively rapid recovery. Some people felt fine after the 
operation but developed complications after a few days or weeks. Attending with a 
supportive friend or partner appeared to be helpful to some.
The effects of vasectomy
The most commonly reported after effect of vasectomy was a more relaxed sex life. 
All participants said they were glad they had the operation although some had 
experienced short term infections. One person mentioned long term scarring after a 
serious infection as an after effect. A small minority of people mentioned either 
short term or long term diminished sexual satisfaction. A number of participants 
mentioned their intention to give realistic advice and support to others contemplating 
a vasectomy following their own operation. Overall the experience of vasectomy 
described by participants was positive. Many participants felt good about having 
‘done the right thing’, sometimes in spite of the fear of pain. Any negative feelings 
after the operation, even when this was a period of depression did not cause a feeling 
of regret about having had the operation in the long term.
198
Research Dossier
Appendix 5
199
Further mforiaatloM from Participants
Do the ihezpes outlined in the attached sheet tie in with your experience of vasectomy?
VfcS
If not, please explain:
What da the words ‘less of a  man’ mean to yon?
H§)W MiftW ' Pip x F&C-
SfU*yfK L¥ itiflQ e^wrrg, frf f-w, PW*Kh\ -rygL oMP&h*#
X  I h i t N ' f j
Would you like a final summary wlien all twenty interviews ate analysed?
If so, please give your name:
Any other comments?
Thanks for taking the tremble to take part resc r^cfiu end of July 19991 will
destroy ray record of names and addresses, pjf those ch oosin g  to receive a summary of the 
themes emerging from the reseorci .^ If Hkfejii! ifeht please reply within
three weeks so I can save your name and address tiiitii ikifti Is iMi to you.
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INDEX TREE NO. 1 
Feb 21, 1999.
(2) concepts
(2 1) Decision making
(2 11) peer influence
(2 1 1 1) information
(2 112)  teasing
(2 1 13) part of the crowd
(2 1 2) male role
(2 13) life stage transition
(2 1 4) commitment
(2 1 5) no more children
(2 16 Fairness
(2 1 7) Fear
(2 1 8) unplanned pregnancy
(2 2) Physical consequences
(2 2 1) positive
(2 2 2) negative
(2 3) Psychological consequences
(2 3 1) anticipated
(2 3 2) actual
(2 4) Beliefs
(2 4 1) wife
(2 4 2) self
(2 4 3)
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INDEX TREE NO.2
12:07 pm, Feb 21, 1999.
( 2 )  c o n c e p t s
(2 1) decision making
(2 11) peer influence
( 2111) information
(2 112) teasing
(2 113) part of the crowd
(2 12) male role
(2 13) life stage transition
( 2 1 4 ) commitment
(2 15) no more children
( 2 1 6 ) fairness
(2 17) fear
(2 18) unplanned pregnancy
(2 19) interview with doctor
(2 2) Experience of surgery
(2 2 1) positive
(2 2 2) negative
(2 3) Physical consequences
(2 3 1) positive
(2 3 11) anticipated
(2 3 12) actual
(2 3 2) negative
(2 3 2 1) anticipated
(2 3 2 2) actual
(2 4) Psychological consequences
(2 4 1) positive
(2 411) anticipated
(2 412) actual
(2 4 2) negative
(2 4 21) anticipated
(2 4 2 2) actual
(2 5) Beliefs
(2 5 1) wife
(2 5 2) self
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Tree No 3
(2) concepts
(2 1) decision making
(2 11) peer influence
(2111)  information
(2112)  teasing
(2113)  part of the crowd
(2 1 2) Male role
(2121)  within family
(212 2) in conversation
(212  3) macho
(2 1 3) life stage transition
(2 1 4) commitment
(2 1 5) No more children
(2 1 6) Fairness
(2 1 7) Fear
(2 1 8) contraceptive issues
(2181)  concerns about other methods
(218  2) unplanned pregnancy
(2 1 9) Interview with doctor
(2 110) father
(2 2) Experience of surgery
(2 2 1) positive
(2 2 2) negative
(2 3) Physical consequences
(2 3 1) positive
(2 311 )  anticipated
(2 312)  actual
(2 3 2) negative
(2 3 21) anticipated
(2 3 2 2) actual
(2 3 3) no change
(2 3 31) anticipated
(2 3 3 2) actual
(2 4) Psychological consequences
(2 4 1) positive
(2 411)  anticipated
(2 412)  actual
(2 4 2) negative
(2 4 21) anticipated
(2 4 2 2) actual
(2 4 3) no change
(2 4 31) anticipated
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(2 4 3 2) actual
(2 5) Beliefs
(2 5 1) wife
(2 5 2) self
(2 6) stuff
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Index tree Version 4 on 3rd May 1999
(I) Description
(II)  strong social support
( I I I )  strong social support/source work
(1 1 2) Strong social support/source family
(113) Strong social support/source friends outside work
(1 2) restricted social support
(1 2 1) restricted social support/sources
(1 2 2) restricted social support/availability
(12 3) restricted social support/preferred level o f support
(1 3) operates alone
(2) Concepts
(2 1) Decision making
(211) Decision making/Social Support
(2111)  Decision making/Social Support/information
(2112)  Decision making/Social Support/part o f crowd
(21 2) Decision making/morality
(2121)  Decision making/morality/fairness in relation to wife
(212 2) Decision making/morality/male role in family
(212 3) Decision making/morality/wider social responsibility
(213) Decision making/certainty
( 2131)  Decision making/certainty/commitment to partner
(213 2) Decision making/certainty/life stage transition
(213 3) Decision making/certainty/no more children
(214) Decision making/macho
(2141)  Decision making/macho/teasing
(214 2) Decision making/macho/conversation style
(21 5) Decision making/contraceptive issues
(2151)  Decision making/contraceptive issues/dislike o f other
methods
(215 2) Decision making/contraceptive issues/unplanned
pregnancy
(21 6) Decision making/maturity
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(2 1 7) Decision making/Discussions about vasectomy outside peer
group
(21 71) Decision making/Discussions about vasectomy outside
peer group/father
(21 72) Decision making/Discussions about vasectomy outside
peer group/doctor
(21 72) Decision making/Discussions about vasectomy outside
peer group/wife
(2 2) experience of surgery
(221) experience of surgery/positive
(2 2 2) experience of surgery/negative
(2 2 3) experience o f surgery/neutral
(2 3) after vasectomy
(2 3 1) after vasectomy/changes in sexuality
(2 311)  after vasectomy/changes in sexuality/positive
(2 312)  after vasectomy/changes in sexuality/negative
(2 313)  after vasectomy/changes in sexuality/no change
(2 3 2) after vasectomy/experience ofphysical problems
(2 3 21) after vasectomy/experience ofphysical problems/short
term
(2 3 2 2) after vasectomy/experience o f physical problems/long
term
(2 3 2 3) after vasectomy/experience o f physical problems/none
(2 3 3) after vasectomy/Social support
(2 3 31) after vasectomy/Social support/sources
(2 3 3 2) . after vasectomy/Social support/adequately supported
(2 3 3 3) after vasectomy/Social support/required more support
(2 3 4) after vasectomy/verdict
(2 3 41) after vasectomy/verdict/recommended
(2 3 4 2) after vasectomy/verdict/regret
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Index Tree. Version 5 20th June, 1999
Description
( II)  strong social support
(I I I ) at work
( 1 1 2) within family
(X i  3) friendships outside work
(1 2) restricted social support
(1 2 1) sources
( 12  2) availability
(1 2 3) preferred level of support
(13) operates alone
Concepts
(21) decisionmaking
(2 1 1 ) peer support
(2 1 1 1) information
(2 112)  part of crowd
(2 113) teasing
(2 114)  conversation style
(2 1 2) other sources of support
(2 12 1) father
(2 12 2) doctor
(2 12 3) wife
(2 1 3) fear
(2 13 1) of surgery
(2 13 2) changes in sexuality
(2 13 3) 'less of a man'
(2 1 4) morality
(2 14 1) fair to wife
(2 14 2) male role in family
(2 14 3) socially responsible
(2 1 5) planning
(2 15 1) commitment to partner
(2 15 2) commitment to no more children
( 21 5 21 )  life stage transition
(2 1 522)  lifestyle choices
(2 1 523)  financial
(2 1 6) contraceptive issues
(2 16 1) dislike of other methods
(2 16 2) unplanned pregnancy
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(2 2) experience of surgery
(2 21) positive
(2 2 2) negative
(2 2 3) neutral
(23) after vasectomy
(231) psychological
(2 3 11) proud
(2 3 12) manly
(2 3 13) no change
(2 3 2) sexuality
(2 3 2 1) positive changes
(2 3 2 2) negative changes
(2 3 2 3) no change
(2 3 3) physical problems
(2 3 3 1) short term
(2 3 3 2) long term
(2 3 3 3) none
(234) social support
(2 3 4 1) sources
(2 3 4 2) adequately supported
(2 3 4 3) required more support
(235) verdict
(2 3 5 1) recommended
(2 3 5 2) regret
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Tree no. 6 18 August 1999.
(1) Description
0 i) strong social support
(l 11) at work
(112) within family
(113) friendships outside work
(12) restricted social support
(12 1) sources
(12 2) availability
(12 3) preferred level of support
(1 3) operates alone
(1 4) age
(1 5) number of children
(2) Concepts
(2 1) decision making
(2 11) peer support
(2 111) information
(2 112) part of crowd
(2 113) teasing
(2 114) conversation style
(2 1 2) other sources of support
(2 12 1) father
(2 12 2) doctor
(2 12 3) wife
(2 13) fear
(2 13 1) of surgery
(2 13 2) changes in sexuality
(2 13 3) 'less of a man'
(2 14) morality
(2 14 1) fair to wife
(2 14 2) male role in family
(2 14 3) socially responsible
(2 15) planning
(2121) commitment to partner
(2 15 2) commitment to no more children
( 2 1 5 2 1 ) life stage transition
(2 1 522) lifestyle choices
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(2 1 523)  financial
(2 1 6) contraceptive issues
(2 16 1) dislike of other methods
(2 16 2) unplanned pregnancy
(2 1 7) pressure from others
(2 17 1) wife
(2 17 2) other
(2 2) experience of surgery
(2 2 1) positive
(2 2 2) negative
(2 2 3) neutral
(2 3) after vasectomy
(2 3 1) psychological
(2 3 11) proud
(2 3 12) manly
(2 3 13) no change
(2 3 2) sexuality
(2 3 2 1) positive changes
(2 3 2 2) negative changes
(2 3 2 3) no change
(2 3 3) physical problems
(2 3 3 1) shortterm
(2 3 3 2) long term
(2 3 3 3) none
(2 3 4) social support
(2 3 4 1) sources
(2 3 4 2) adequately supported
(2 3 4 3) required more support
(2 3 5) verdict
(2 3 5 1) recommended
(2 3 5 2) regret
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INDEX TREE NO 7
(1) Description
(11) peer group at work
(1 2) peer group relatives
(13) peer group friends outside work
(14) no peer group
(1 5) age
(16) number of children
(17) family pattern
(2) Decision making process
(2 1) no more children
(2 11) wife's health
(2 12) lifestage transition
(2 13) financial
(2 14) other
(2 2) peer influence
(2 2 1) part of crowd
(2 2 2) pressure
(2 3) seek information
(2 3 1) peers
(2 3 2) relatives
(2 3 3) doctors
(2 3 4) media
(2 4) personal considerations
(2 4 1) fears
(2 4 2) male role in family
(2 4 3) fair to wife
(2 4 4) commitment to wife
(2 4 5) responsibility and maturity
(2 4 6) contraceptive issues
(3) experience of surgery
(3 1) positive
(3 2) negative
(3 3) neutral
(4) after vasectomy
(4 1) unhappy
(4 2) proud
(4 3) manly
(4 4) part of crowd
(4 5) no change
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(4 6) better sex
(4 7) worse sex
(4 8) no change in sex life
5) iatrogenic problems
(5 1) shortterm
(5 2) long term
(5 3) none
(6) need for support after vasectomy
(7) verdict after 4 years
(7 1) go for it
(7 2) some doubts
(7 3) forgotten all about it
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VOICE RELATIONAL ANALYSIS OF MEN TALKING
ABOUT VASECTOMY
The primary aim of voice relational analysis is to prioritise the voice of the 
participant in the interview and ground any interpretation of participants’ words 
firmly in the data. It is hoped that the process will contribute to the trustworthiness 
of the findings of this research.
Brown and Gilligan (1992) devised the original voice relational analytic method. 
They became concerned that a longitudinal, large scale qualitative study of 
adolescent girls in the USA who were considered to be ‘at risk’ of early pregnancy 
appeared to be losing touch with the girls’ voices as their words were analysed. 
Brown and Gilligan adopted a feminist perspective and were concerned that the 
strength of girls’ voices could be diminished, as they grew older and struggled with 
pressures to conform to conventional expectations of women. Brown and Gilligan 
sought to pay special attention to the words of the girls as they described themselves 
and their lives, their relationships with others and their awareness of their social 
structures and contexts. They also sought to study their own emotional responses to 
the girls’ accounts. The method involved a group of researchers and a ‘consultant’, 
who had links to a relevant population, listening to taped interviews and completing 
a ‘Listeners Guide’ in discussion with other group members. As their participants 
came from diverse cultural backgrounds the consultant was often a woman ‘of 
colour’. Voice relational analysis there became the primary methodology of the 
study, rather than being one of a series of analyses.
Brown and Gilligan’s concerns were essentially similar to those of this researcher at 
the macro level, however. Given a number of modifications the approach can allow 
the researcher to attend more closely to the voices of the male participants of the 
study and ground any theory developed in the data. For example, there is no prior 
assumption here that the voice of the participant will be dimmed by a perceived need 
to be ‘quiet’, although the pressure to conform to male cultural norms may exist. 
Questions then arise about the participants’ perception of themselves, their 
relationships to such norms and to their peer group. A further concern is the 
interpretation of data collected during interviews with men, about a specifically male 
event, by a female researcher. Obviously a ‘consultant’ is a valuable addition to the 
research team.
Practical considerations limit the scale of a voice relational analysis within this 
study:
• There is only one researcher. Any research team would have to be formed 
specifically to undertake the analysis.
• Listening to tapes of interviews is not possible due to assurances given to 
participants that the tapes would be destroyed as soon as transcripts were made - 
transcripts forming a basis for analysis.
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• The inclusion of a consultant is an issue as it is not appropriate to request relevant 
personal information of professional colleagues where vasectomy is concerned. 
A discussion of emotional responses to transcribed interviews is likely to be 
personal due to the intimate nature of the topic. A friend of the researcher, or a 
friend’s partner, is therefore most likely to be invited to join the research team as 
a consultant.
• Geography poses a problem as colleagues live and work two hours drive from 
researcher and consultant.
• Time is limited as the research team is formed specifically for the voice relational 
analysis. Members of the team take part knowing that the time commitment will 
be in addition to their normal workload.
In order to address these concerns the plan is to analyse four of the twenty interviews 
transcribed. This sample will allow the team to alert the researcher to any persistent 
bias evident in the interviewing style or content and will provide a commentary on 
the themes emerging from the interviews. The team will be small and consist of the 
researcher’s supervisor for the study, a research tutor colleague and a consultant who 
is the partner of a friend. The researcher and the first two named will meet to discuss 
the four transcripts and read each one through four times with a focus on four 
different issues. The issues are specified below in the Reader’s Guide. The 
consultant will go through a similar process with the research on anther occasion.
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READER’S GUIDE
Four transcripts have been chosen out of twenty available for closer 
scrutiny. The transcripts of interviews with participants four, nine, ten 
and eleven have been chosen to reflect a wide variety of experiences, life 
choices and social contexts.
Please read each transcript four times, with a focus on the following 
areas in turn, during the meeting convened to discuss the process of 
voice relational analysis:
1. The plot. What story is the participant telling? What are your 
connections and disconnections with his story. Please explore your 
emotional reaction to the participants’ descriptions of their world and 
the experience of vasectomy.
2. How does the participant describe himself? Please read for the T  in 
the account.
3. How does the participant perceive his relationships with others? Here 
we are reading for accounts of social support, or lack of it, and 
descriptions of his relationship with friends, relatives, colleagues, 
wife and children.
4. The social and cultural milieu within which the participants exists. 
How does he perceive the cultural norms of his group and the way he 
relates to them?
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Farther information from Participants 
Do the themes outlined in the attached sheet tie k  with your experience of vasectomy?
If not, please explain:
What do the words 'less of a man’ mean to you?
<svfS/£«?J' P ?gF )A S  ^
f *? l_G'y C J *' ^  "!?
j  £  :c ^  .• / ‘-/7'7 /- Vv v “TV^ cl <-5/‘ t / W O
4> 42.j  S o  y-" ( S ' V ^ A t  , A /  & S * j Y  / % i £ > r  -
Would yon like a final summary when all twenty interviews are analysed?
If so. please give your name:
(j *j *m £- < V ' / e w )
Any o ik r comments?
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Thanks for taking the trouble to take part in this research. At the end of July 1999 I will 
destroy my record of names and addresses of those choosing to receive a summary o f the 
themes emerging from the research. If you’d like a final summary please reply within
three weeks so I can save your name and address until that is sent to you.
:
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Abstract
The aim of the present study was to increase levels of staff/patient interaction on a 
long stay ward for elderly people in hospital, by providing an interest common to both 
staff and patients. This common interest was a Television Soap Opera, chosen by 
staff. Direct observations revealed that the television programme increased 
staff/patient interaction immediately after it had finished, but that this effect did not 
generalise to other times. Maintenance of statistically significant improved levels of 
interaction and of watching the chosen programme did not occur. The Soap Opera 
chosen did not appear to become a common interest of staff and patients but did seem 
to become a focus of interaction.
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Introduction
The care of elderly people is becoming an area of increasing concern within the NHS. 
In 1981 15 percent of the population was aged 65 years and over, and this figure is 
increasing steadily. A 20 per cent increase in the number of people aged 75 years an 
over is expected by the end of the century. Five per cent of elderly people are living 
in residential facilities, often provided by the National Health Service.
Elderly people are more likely to be in receipt of Health Services than other age 
groups. At a given time, almost half of all NHS beds in hospitals are occupied by 
people aged 65 and over. The elderly form the largest single group of in-patients with 
a psychiatric diagnosis. (Figures published by DHSS, 1981).
The quality of life for elderly people occupying NHS beds is an issue which must be 
addressed urgently, given the rapidly increasing number of elderly people. Quality of 
life and quality of care are often assumed to be synonymous, but this is not the case. 
Marston and Gupta (1977) point out that quality of care places emphasis upon the 
physical well-being of the patient, whereas the concept of quality of life focuses 
much more upon the psychological well-being of the patient. Marston and Gupta 
comment that the quality of care in the residential facilities they describe for elderly 
people was excellent, whereas the quality of life was uniformly low. The quality of 
life of the elderly person seems directly related to social environment (eg Lebo, 
1953). On long-stay wards in hospital, the social environment of elderly patients 
consists mainly of other residents and staff. The staff influence the patient's quality of 
life by the amount they talk to the patients and what they say. It is the levels of 
staff/patient interaction on a long stay ward for elderly people that is the concern of 
this study.
Levels of Staff/Patient Interaction
Wells (1980) comments that there is a paucity of literature that describes levels of 
staff/patient verbal interaction in geriatric wards in Britain. Several such studies have 
been conducted in America (eg Brown ; 1962, Junck; 1965, Weiss; 1969) but as these 
are mainly unpublished they are somewhat inaccessible to practitioners. Several
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British Nurse Work Studies have quantified the percentage of the nurses’ working day 
that is spent in purely social contact with patients in a geriatric ward. In the sic such 
studies cited by Wells, nurses spent an average of 2.7 per cent of their working day in 
purely social contact with patients. This figure omits verbal interaction during 
physical care routines or teaching, and so does not give a full picture of the total 
amount of time spent in communication between patients and nurses.
Well (1980) observed nurse/patient social interaction on one rehabilitation ward for 
elderly female patients in a British Teaching Hospital. She found that between 50 and 
80 per cent of nurse/patient exchanges lasted less than 25 seconds. On average, the 
nurses spent four per cent of their rime talking to the patients and 75 per cent of this 
took place during a physical care task. Only five per cent of the time spent talking to 
patients was spent solely in that activity - socialising. Wells concludes "It was found 
that nurses infrequently talked to patients and that, when they did talk to patients, they 
were more concerned about tasks and things than they were about the patient as a 
person with feelings and thoughts". (pl28)
At the end of her study, Wells interviewed each patient on the ward. She asked who 
the patient felt able to talk to about problems or worries while in the hospital. Fifty 
five percent of respondents could think of no-one they could confide in: only 18 per 
cent mentioned a nurse.
A more recent study, by Godlove et al (1982) attempted to describe the social 
environment of elderly people across a variety of settings, including hospital wards, 
Local Authority homes and day centres. Each of the 65 elderly people involved in the 
study was observed continuously for a six hour period. It was found that the average 
amount of time spent in total inactivity for all subjects was 59 per cent. The patients 
observed in hospital wards spent an average of 68 per cent of their time in total 
inactivity and 72 per cent of these institutionalised individuals spent more than half 
their time in isolated inactivity. Of the 17 subjects observed in a ward setting, six had 
been put to bed for the night at 4pm, when the observation period ended.
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Godlove et al comment upon the "atmosphere of boredom and sterility which 
pervades most day rooms in homes (and hospital wards for that matter)" (p59). They 
conclude that "the data collected leads inescapably to the conclusion that, for most of
the time, nothing happens at a l l  This seems to be the case in residential settings".
(p58).
Work in American, eg by McClannahan and Risely (1975), corroborates the bleak 
picture painted by Wells and Godlove et al of the social environment of elderly people 
in residential facilities. McClannahan and Risely observed the activities of elderly 
people in a nursing home from 7am to 7m. They found that in any given period an 
average of 63 per cent of the resident were sitting and 23 per cent were lying down. 
87 per cent, on average, of the residents were not engaged in any form of social 
interaction at any given time.
A study by Lipman et al (1979) looked at the social environment of elderly people in 
eight British Local Authority homes. They remark on the paucity of social interaction 
between staff and residents, and on its poor quality. They found that most social 
interactions in the home were between residents (in one home, these accounted for 91 
per cent of all interactions). They comment that during one two-hour observation 
period, staff entered the main lounge only three times and that short remarks relating 
to physical care routines were the only staff/patient verbal exchanges. They conclude
"We consider the core problem of institutional settings ....... (to be) social
relationships between residents and staff. For us, change likely to lead to enhanced 
quality of life centres on these relationships". (p283)
Several authors have commented upon the impoverished quality of life in the settings 
studied, and see increased social interaction between staff and residents as central to 
improvements in quality of life. The content of any staff/patient verbal exchanges is 
also an important factor and will be considered next.
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Content of Staff/Patient Interaction
Lubinski (1979) describes an earlier, unpublished, study in which she questioned 
institutionalised elderly people about their perceptions of staff/patient interactions. 
She found that residents perceived verbal communication by staff to be limited in 
quantity and also to be “meaningless", “disparaging” and “of no value”. Staff in her 
study, felt more positively about the content of staff/patient interactions although they 
felt it was limited in quantity.
In Wells' 1980 study, a percentage of staff/patient interactions were recorded and 
analysed for content. It was found that 54 per cent of interactions were solely task 
focused, 23 per cent had mixed procedural and personal content, and 20 per cent of 
interactions were purely personal in content. Wells concluded that: “The majority of 
sustained nurse/patient communications were about procedures or tasks and were not 
focused upon the patient”, (p 121) Where the content of the exchange was personal, 
Wells comments that “the depth of exchange was superficial and the intent of the 
nurse unknown”, (pi21)
Godlove et al’s 1982 study led them to similar conclusions. They found that most 
observed staff behaviour consisted of carrying out physical care routines. They 
comment that "around these routines life is centered". (p60).
Work by Lipman et al (1979) supports the general picture of impersonal social contact 
between staff and elderly patients - they found that most staff/patient interactions in 
eight British nursing homes for elderly people were instrumental in content. This was 
true whether the residents were rational or confused.
Summary of Quantity and Quality of Staff Interactions with Elderly Patients
The literature paints a grim picture of the social environment of institutionalised 
elderly people. It seems that staff and patients spend little of their time talking to each 
other and when they do, the interactions appear to be shallow and usually focused on 
physical care routines.
Elderly people, living in institutions, may prefer a 'quiet life', however. Godlove et al
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(op cit) comment that they often heard staff justify the inactivity of elderly residents, 
saying that "old people like to spend a lot of their time resting", or that the residents 
had worked hard all their lives and now deserved some peace and quiet. Godlove et 
al believed these statements to be rationalisations for poor standards of service, saying 
"our experience (during observations) of these long periods of silent inactivity was of 
crushing boredom". (p58)
It is vital to clarify this issue - should staff talk more to their elderly patients?
Social Interaction as a Positive Influence in the Lives of Elderly People
Studies of the effect of social interaction on the lives of the elderly are of two main 
types - those investigating its effect on normal elderly people in the community, and 
those concerned with the institutionalised elderly.
The function of friendship in late adulthood has usually been studied in the context of 
its relationship to social integration or adaptation to stress. A number of such studies 
(eg Liang et al. 1980 and Palmore et al. 1979) exist, but they do not directly address 
the issue of friendship as a positive influence on life satisfaction. Tesch (1983) refers 
to research by Philblad and Adams (1972) and Wood and Robertson (1978) which, 
she says, found interaction with friends to be more strongly related to life satisfaction 
than contact with relatives. Lebo (1953) found that people over 60 years who felt that 
they had been happier before their sixtieth birthday had less friends than people who 
said that they were not.
It seems then that friendship increases life satisfaction in normal elderly people who 
live in the community. Social interaction is not synonymous with friendship but it 
forms an integral and essential part of the phenomenon. Social interaction can be 
seen as the foundation upon which friendship can be built. Is social interaction as 
beneficial to the institutionalised elderly person as friendship appears to be to the old 
person living in the community?
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Lubinski (1979) describes research by brown (1969) who introduced nurses, 
specifically trained to talk to elderly patients, into three institutional settings. Results 
showed that patients spoke more, and improvements were also noticed in "social, 
psychological and biological spheres
Anderson (1967) found a high degree of social involvement in the institutionalised 
elderly to be related to high self esteem. Bell (1967) found 'not feeling old' to be 
positively related to the extent of social involvement in elderly hospital patients and 
Kahana and Coe (1969) found this to be predictive of positive mood.
Chown (1981) reports an American study by Marlowe (1973). He found that the 
relocated elderly adjusted better to their new surroundings when given a relatively 
high degree of autonomy and enjoying a high level of social interaction.
It seems that a lively social environment is positively related to life satisfaction in the 
institutionalised elderly. Gray and Stevenson (1980) suggest the possible negative 
effects of a paucity of social interaction on the elderly in institutions, as follows:
"An elderly resident experiencing depression develops mild levels of 
confusion; other resident withdraw to greater distances that further isolate the 
resident. This reactionary isolation by the other residents leads to still greater 
confusion from sensory deprivation and a pattern of mental confusion and 
increasing social isolation is established" (p86)
If the sensory deprivation suggested by Stevenson and Gray is compounded by lack of 
staff/patient interaction, clearly the confusion will remain and may worsen. In this 
context staff interaction with elderly residents may have a direct therapeutic effect, 
independently of the element of 'friendship' it can provide.
Wells (1980) sees staff/patient communication as central to quality of care, as well as 
quality of life. In her view, the role of the nurse is one of identification and fulfilment 
of the patient's needs. She argues that communication is central to this process in 
terms of eliciting statements of needs, ways in which these can be fulfilled and, later
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whether the needs have been satisfied. Wells feels that quality of nursing can only be 
as good as the quality of nurse/patient communication stating that "Nurse/patient 
communication is important because it is a measure of the effectiveness of nursing 
care”, (pi23)
The literature supports the view that staff/patient interaction is beneficial to the 
institutionalised elderly. It can directly influence the happiness of the individual (eg 
Kahana and Coe, 1969) and less directly, the quality of care and mental health of 
elderly patients.
An examination of the issues determining staff/patient interaction in long stay wards 
for elderly people must, however, also address the issues of whether patients are able 
to participate in social interaction if the opportunity exists and whether they would 
like a more active social environment.
The Disengagement Hypothesis
Cummings and Henry (1961) posited that elderly individuals withdraw from the 
mainstream of everyday life and social contact as they age and retreat into themselves. 
They saw this increasing preoccupation with self as a normal aspect of the ageing 
process.
Work by Gray and Stevenson (1980) does not support this hypothesis. They report a 
scheme run in a nursing home for elderly people. The scheme aimed to increase 
resident-to-resident interaction and took the form of weekly 'resocialisation' groups. 
Elements of each group session included reality orientation, various special foods, 
specific conversational topics and conscious use of group members' names. 
Frequency of initiation of verbal interaction was recorded and over a 4 month period 
increases of the order of 100 per cent were obtained, irrespective of ability level, 
confusional state and mobility.
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Felce and Jenkins (1979) provided recreational materials for elderly, institutionalised 
people and found that, even with minimal staff support, the residents became 
significantly more engaged. They concluded:
"........The level of activity observed in elderly people in residential or hospital
care is affected by the opportunities and assistance provided them, and not 
controlled solely by irreversible factors like ageing or disease............ " (pE27)
The evidence supports the view that elderly people are able to engage in activity and 
social interaction when the opportunity exists. Whether they would wish to be more 
socially active is a different issue which requires separate consideration.
The Patient’s Wishes
Godlove et al (1982) attempted to control for a preference for being alone and without 
social contact. At a series of screening interviews, before their observations began, 
each patient in the study was asked whether they felt ill at east with people and 
whether they felt any desire to avoid contact with others. Of the subjects living in a 
hospital ward, 29 per cent responded affirmatively to one or both of these questions. 
Thus the remaining 71 per cent of hospitalised subjects were reduced to solitary 
inactivity for 68 per cent of their time by insufficiently stimulating environments, 
when they probably would have enjoyed being more actively occupied.
Stockwell (1984) describes a series of small studies carried out tin the late 1960s in 
general hospital wards, one of which was a female geriatric ward. These studies 
focused upon the nurse/patient relationship and patients were asked whether they 
would like more social contact with staff. They replied that they would. Nurses on 
the same wards stated that they felt that physical care routines afforded them 
'adequate' opportunity to talk to the patients. Patients commented upon feeling 'upset' 
when nurses talked to each other while attending to them. Stockwell notes that this 
behaviour was fairly common.
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The above studies suggest that patients would like more social contact with staff. It 
also seems that staff/patient interaction is generally beneficial to elderly patients and 
that, given the opportunity, the patient can participate in the interaction.
Wells (1980) comments that while nurses are trained to carry out physical care tasks, 
they are rarely taught to talk to their elderly patients. Such socially oriented training 
appears to be vital, given the apparent importance of staff/patient interaction to the 
institutionalised elderly. Interventions aimed at increasing such interaction would 
also seem to be necessary and examination of such interventions will afford a general 
picture of their effectiveness.
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Staff Training and Interventions
The expectation implicit in interventions and training programmes which target staff 
behaviour is that staff behaviour can influence and change the behaviour of residents 
on long stay wards.
Woods and Cullen (1983) note that the relationship is a reciprocal one in that clients 
provide a social environment which influences staff behaviour. Even if staff 
behaviour is changed by an outside influence, whether this change is maintained will 
be governed to some degree b the social environment in which it takes place.
Outside influences which change staff behaviour do not generally succeed in 
maintaining the change. As Woods and Cullen comment "There is precious little 
evidence that we have successful procedures for producing useful long-term changes 
in staff behaviour". (p2)
Workshops and in-service training have been notably unsuccessful in producing long­
term behaviour change in staff, even when workshops are rated positively by staff 
(Quilitch, 1975). Woods and Cullen argue that positive behaviour change in residents 
does not, by itself, maintain appropriate staff behaviour. They describe two 
interventions which illustrate this point; one maintained staff behaviour for three 
years when no noticeable change occurred in patient behaviour and the second 
intervention improved resident behaviour dramatically but staff had ceased to 
implement the programme at 15 month follow up and resident behaviour measures 
had returned to baseline. Woods and Cullen conclude from this: "What is often 
forgotten is that the reinforcement relationship is only one of the ways in which 
behaviour is influenced by the environment". (plO)
Work by Felce and Jenkins (1979) supports this conclusion. They found that staff 
ceased to run a recreational programme for elderly patients when they were no longer 
required to collaborate with the researcher. This was despite the minimal requirement 
of 16 minutes of staff time to increase resident engagement from an average of six per 
cent to 32 per cent.
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Maintenance of Appropriate Staff Behaviour
Woods and Cullen advocate capitalising on the existing strong points of the system 
within which the behaviour change is to occur. Building change into the ward 
routine, for example, may maximise the possibility of maintenance. Ivancic et al 
(1981) describe a programme which built teaching staff to interact therapeutically 
with patients into the bath time physical care routines. The level of therapeutic 
interactions between staff and patients increased and remained at the new level at 19 
week follow-up. Minor adjustments to ward routines which may then become 
ossified, also maximise the possibility of successful staff behaviour change, say 
Woods and Cullen (op cit).
Baldwin and Hattersley (1984) increased staff/resident interaction by asking nurses to 
record how much they spoke to the patients. The behaviour change was maintained 
by self-recording at 4 month follow up, after the psychologist who initiated the 
programme had withdrawn. They ascribe the success of the intervention to involving 
nurses in the decision making at the planning stage of the intervention, to 
restructuring the nursing routine to allow more time for staff/patient interaction, and 
to discussion with the nurses, about changing roles from custodial to educative.
Several writers have emphasised the importance of working within the wider system 
(eg the hospital), involving management and all wards, if possible when attempting to 
change staff and resident behaviour (eg Georgiades and Philimore, 1979, Hoyer et al, 
1974, Clements, 1979). Baldwin and Hattersley (1984) support this view but remark 
that easy access to important consequences of staff behaviour is rare and that it is not 
always possible to effect change at management level. Clements (1979) recognises 
that changes with the wider system are not always possible but warns that isolated 
interventions are rarely maintained.
Long term maintenance of appropriate staff behaviour remains an unsolved problem 
and until, as Woods and Cullen conclude; "the magic wand appears, it is probably 
safer to leave no stone unturned in our search for solutions", (pi2)
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A new look at staff/patient interaction, from the point of view of the staff, may prove 
more fruitful. In order to increase this behaviour, one must first discover why it is not 
already present.
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Staff Perceptions of Staff/Patient Interaction
The literature suggests several possible reasons why staff do not often talk to their 
elderly patients.
They feel too busy. It seems that some nurses feel that they do not have enough time 
to talk to their patients, for example Lubinski's study, referred to above, which asked 
staff and elderly patients for their view of staff/patient interaction, found that the staff 
recognised that it was limited in quantity, but that they felt they were too busy to 
socialise with the patients.
Felce and Jenkins' (1979) activity programme for elderly residents was not maintained 
at follow up, due partly, they suggest, to the staff feeling too busy to carry out the 16 
minutes preparation the programme required. Where volunteers were trained to take 
over from nurses when they were too busy, as in a similar intervention to increase 
resident-resident interaction (Gray and Stevenson, 1980) the programme continued to 
run.
Stockwell (1984), in her study of staff/patient relationships in a general hospital, 
found a general picture of nurses who felt too busy to be concerned with trivial 
matters and patients who would have liked to voice their worries more but who did 
not like to bother the nurses.
In Godlove et al's (op cit) study of the lives of elderly patients across a variety of 
settings, it was found that low levels of staff/patient interaction even occurred where 
18 staff hours per week were available to each resident. Here, staff contact with 
patients occurred for only 3.3 per cent of the observation periods and residents spent 
an average of 54 per cent of their time in solitary activity.
Low staffing levels. Godlove et al (1982) note that staff/patient ratios in the hospital 
wards they observed were 1:2 or better. In other setting the ratio of staff to patients 
was lower, yet contact with staff was more frequent in day hospitals. The amount of 
time patients spent in solitary inactivity was highest in hospital wards, although they 
had the most staff per patient of any setting.
234
Davies and Snaith (1980) looked at staff/patient interaction during lunch time in two 
continuing care geriatric hospital wards. They found that the ward with fewer staff 
and two fewer patients had "almost twice the total of social interactions and the 
variety of interactions was greater".
There is obviously no simple relationship between staff time available and the amount 
of staff/patient interaction. Landesman-Dwyer et al (1980) found that staff behaviour, 
including the amount of attention paid to residents in a group home, appeared to be 
independent of staffing levels. Other workers have also noted this phenomenon (eg 
Harris, Veit, Allen and Chinsky, 1974). Another possible influence on the behaviour 
of staff is their priorities of care i.e. how they feel their time at work should be used.
Nurse priorities. Stockwell (1984) comments that both patients and nurses in her 
study felt that "stopping must for conversation was not part of the nursing task". She 
found that nurses felt guilty if they stopped to chat to patients and felt that others 
would see them "slacking". They stated that they preferred being busy to having time 
on their hands.
Felce and Jenkins (1979), whose activity programme for the disengaged elderly was 
not maintained by ward staff, comment that staff felt their time was best used in 
ensuring "extremely high standards of personal hygiene for the residents".
It appears that nurses feel that time available to patients is most profitably used in 
physical care. This may be a reason for the low levels of staff/patient interaction 
commonly found on wards for elderly people. Other influences are suggested by 
Stockwell (1984) and Wolfensberger (1972). Stockwell found that nursing students 
who talked to patients on one of the wards in her study were reprimanded by qualified 
staff who felt that they were making the patients too dependent upon them and 
therefore unwilling to return home. Wolfensberger takes this further and suggests that 
a symbiotic relationship exists between staff and patients. Referring to mentally 
handicapped people he comments: "When one needs retarded persons in order t o .......
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feel that one is rendering a worthwhile service, then one will be tempted to keep the 
retarded in their state of retardation".
A factor which may underlie the emphasis which staff appear to place on quality of 
physical care, and thus their feeling that they are too busy to talk, is the possibility 
that they simply have nothing to talk about.
Godlove et al (1982) point out that "putting people together in small groups does not, 
of itself, promote increased social contact. There must also be something to talk 
about." (p59) The lives of care staff in institutions and their elderly patients are 
obviously very different, and few common interests exist which can be discussed with 
mutual enjoyment. Godlove et al continue: "We suggest that it is insufficient simply 
to exhort staff to talk to those for whom they care, to think of their physical needs, to 
'communicate'. This is all too theoretical. It is unrealistic to expect staff, on the basis 
of this kind of exhortation to spend all day making conversation with people who may 
have nothing to talk about. To rely on the spontaneous efforts of staff is not enough 
 there must be some focus for conversation, some reason to make contact." (p63)
To focus on the lack of common ground between staff and patients as a reason for the 
low levels of communication, may also throw light on the problem of maintenance of 
staff behaviour. Common interests bind us together, give us an incentive to seek out 
those of like mind and to communicate. Given that common ground perhaps 
staff/patient interaction would be stimulated and prove mutually satisfying. It would 
then be reinforcing to maintain the level of communication in the absence of prompts 
or of outside influence.
In order to test these hypotheses which is the aim of this study, an interest that would 
appear to both staff and patients, must be sought. This must be easy to pursue in a 
ward setting, preferably be minimally disruptive of normal ward routine and, if 
possible, cheap. Television is a possible common interest which appears to fill the 
above requirements, and consideration of its role in the lives of elderly people 
follows, as a basis for its use in this study.
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Elderly People as TV Users
In 1976 the Nielsen company ratings in America estimated that adults between the 
ages of 29 and 49 years watch an average of 26.5 hours of television per week (almost 
four hours per day). The elderly have been found to watch more television than any 
other age group. In 1982 the Nielsen company estimated that women aged 55 and 
over watched almost 39 1/2 hours of television per week, on average. Thus television 
viewing appears to be a popular activity across all age groups and one that mixed age 
groups could share and find of common interest. Television itself is not normally 
intrinsically interesting, however, a specific programme(s) specifically chosen by staff 
and patients would be more likely to become a topic of common interest to both.
In 1972 Atchley asserted that "Television watching occupies more of the older 
person's time than any other single activity .... Older people in general have a positive 
attitude towards television", (p ill)  Felton et al (1980) cite two studies (De Grazia, 
1961 and Schramm, 1969) which found that elderly people living in the community 
spend more time watching television than in any other daily activity. Korzenny and 
Nuendorf (1980) report a survey in 1978 in the USA, of elderly people in the 
community, which found that the average weekly total of hours spent in watching 
television to be 31.5 hours (4.5 hours per day). The longest time spent watching 
television occurred after dinner (2.6 hours) followed by the afternoon period (1.2 
hours).
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The Function of Television in the Lives of Elderly People
Korzenny and Neuendorf (1980) and Ostman and Jeffers (1983) separately asked 
elderly people, living in the community, why they watched television. Four reasons 
were frequently given in both studies. These were:
L To learn things
2. For companionship when lonely
3. To alleviate boredom
4. To find something to talk about with other people
Ostman and Jeffers found that the reason which most correlated with old age was "to 
find something to talk about with others". Less strongly correlated were, "to 
overcome loneliness" and "to learn things". They cite work by Doolittle (1979) to 
support their finding that the elderly use television to facilitate their social contacts 
with other people. His study was specifically concerned with news programmes, 
however.
Davies (1971) found that factual programmes were most popular with elderly viewers. 
He concluded that "The older adult indicated a desire to 'keep up with things'", (p i57) 
Schramm (1969) comments that older people are more likely to seek involvement 
than escape and learning than relaxation from the mass media.
The importance of television to some elderly people is illustrated by the words of one 
respondent in a survey undertaken by Steiner (1963). He said "I'm an old man and the 
television brings people and music and talk into my life. Maybe without television I 
would be ready to die, but this television gives me life. It gives me what to look 
forward to - that tomorrow, if I live, I'll watch this and that programme", (pi9 in 
Kubey, 1980).
It seems that television performs a variety of functions in the lives of elderly viewers. 
These appear to fall into two main categories: to inform and to provide or facilitate 
social contact. Kubey (1980) suggests that the television may be uniquely suited to 
performing these functions for an elderly population because elderly people often
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have some degree of visual or auditory impairment. Television provides both types of 
stimuli and may enable the elderly viewer to fill the gaps left by one impaired sense 
by using information from another.
Chaffee (1972) points out that elderly people with visual problems may still choose to 
watch television, rather than listen to the radio, as ignoring popular television 
programmes may cause isolation from the interests of their friends and other social 
contacts, which may be few and precious.
The Social Function of Television
Ostman and Jeffers (1983) and Korzenny and Neuendorf (1980), in studies described 
above, found that television performs a social function in the lives of elderly people. 
The television does not appear to replace face to face social contact for elderly people 
living in the community, but rather to supplement it (eg Felton et al, 1980). However, 
Kubey (1980) notes that television can also serve as a substitute for social interaction 
for the disengaged elderly person. He describes work by Barton (1977) who found 
that soap operas are particularly important as a supplement to the real world 
communication of old people. Barton suggested that "Soap operas may serve as a 
substitute for the traditional community gossip networks which become fragmented as 
the elderly's family structures and living conditions undergo a change", (p i9 in 
Kubey, 1980). Kubey comments that "television is capable of promoting social 
interaction". (p20) One possibility is that television informs the elderly of the 
concerns of younger people and thus smooth communication across the generations. 
(Meyersohn, 1980).
Social Problems of the Elderly Regarding Television
Television appears to be a suitable medium to promote as a common interest of staff 
and elderly patients; it has been shown to be popular with elderly people and to 
perform a number of important functions in their lives. It is also easily available, 
cheap, can be minimally disruptive of established ward routines and appealing to all 
age groups.
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One possible area of difficulty in using television as a medium for promoting social 
interaction in elderly people is the memory deficit associated with the onset of senile 
dementia (eg Phillips, 1982). This may detract from the facilitating effect of 
television on social interaction but may not prevent it from supplementing the real 
world social contact available. Also, staff behaviour was the primary target to the 
intervention although impaired memory in elderly patients may have an inhibiting 
effect on nurses' social behaviour.
Another possible area of difficulty is that of sensory deficit. Blazer (1978) states that 
hearing problems occur in 30 per cent of older people and that more women are 
affected than men. Visual problems are also likely to occur in older adults. However, 
Kubey (1980) suggests that television, by providing both types of stimuli, may be 
accessible to elderly people with sensory problems of either type.
Television as a ’Common Interest’ of Staff and Elderly Patients
Several factors led to the choice of television as a possible interest common to staff 
and elderly patients, despite the potential problems outlined above.
1. Normalisation. Studies described above show that normal elderly people, in the 
community, watch more television than other age groups and that television serves 
a social function in the lives of elderly viewers. Television has been found to 
supplement the real-world social interactions of lonely elderly people (eg Steiner, 
1963) and to provide topics of conversation in face to face contacts eg Korzenny 
and Neuendorf (1980). Barton (1977) suggests that soap operas serve to 
supplement the 'traditional community gossip networks' of the elderly and that they 
can be a source of conversational topics. Other studies show that the elderly value 
their televisions. Davis (1971) interviewed elderly television viewers and found 
that even those most critical of the content of television programmes believed that 
having a television was far superior to being without it.
Thus, television programmes, particularly soap operas, perform a social function in 
the lives of normal elderly people and it is a valued medium of communication. 
Stimulating social interaction in the elderly via an interest in a soap opera would be 
in line with the principles of normalisation.
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2. Individual differences. Rook (1984) asked 120 widowed women between the 
ages of 60 and 89 to describe their range of social interactions. She concludes 
from the response that "There was no support in this study for the popular 
stereotype that older adults are eager for any form of social contact. Like other age 
groups, the elderly should be expected to have highly differentiated social needs 
and the diversity of such needs should be reflected in social programs designed for 
them", (pi 107)
Another study on ageing and individual social needs was carried out by Quattrochi- 
Tubin and Jason in 1983. They administered the Eysenck Personality Inventory to 60 
nursing home residents (mean age 71.9 years). They then provided two sorts of 
activity programme - high levels of interpersonal activity and low levels of 
interpersonal activities - and randomly assigned the subjects to an activity 
programme. Subjects with high extraversion scores were found to be most satisfied 
with the highly interpersonal activity programme and with high levels of activity in 
general. The reverse was found of subjects with high introversion scores. The 
nursing records showed that the extroverted subjects most often engaged in 
interpersonal activity and in high levels of general activity, compared with 
"introverted" subjects, before the activity programme was started in the nursing home.
Chown (1981) concludes, from a review of studies which examine the importance of 
informal social interaction to the elderly, that " .... what is needed is provision of 
opportunities to be sociable and the freedom for people to choose whether to be 
sociable or not". (p240)
The use of television programmes to stimulate social interaction allows the elderly 
viewer to watch passively and choose not to interact with staff. Kubey (1980) 
comments that television can serve as a substitute for social interaction in the elderly 
who choose to become 'disengaged'. He also notes that it can promote social 
interaction. Thus the elderly viewer can take part in a group activity and 'opt out' of 
social interaction if they wish.
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Maintenance. A common interest in a television programme, once established, can 
be maintained simply by watching that programme regularly. Regular watching is a 
useful indication of whether the interest and thus any staff/patient interaction which 
may have accompanied it, has been maintained. The regular timing of serial 
programmes also allows them to be incorporated into a ward routine - especially is 
they are shown at an already convenient time.
Generalisation. Generalisation to times when the television is not switched on is 
possible if a particular programme became an interest of both staff and residents. It 
can become a focus of interaction at any time of the day. If this occurs, it would be an 
indication that the programme had indeed become a common interest, in that it was 
mentioned in the absence of additional cues.
Reality orientation. The days and regular times at which a serial programme is 
shown is a useful focus for informal reality orientation with elderly patients. It may 
also provide a focus for occupational therapy sessions and ward based teaching 
projects, eg letter writing to a television company (perhaps to express opinions or gain 
further information about the series or actors).
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Aims Of The Present Study
Hypothesis to be Examined
1. A common interest of staff and patients will increase interaction in the absence of 
prompts.
2. A task which constitutes an interest for staff will be maintained in the absence of 
prompts.
3. Staff/patient interaction stimulated by a common interest at a specific time will 
generalise to occur in other parts of the day.
Assumptions Underlying the Hypothesis
1. Staff already have the skills to talk to patients. Studies which shown an increase in 
staff/patient interaction, following an intervention (eg Baldwin and Hattersley, 
1984), even where this is not maintained, demonstrate that staff are able to talk to 
patients when prompted to do so. The quality of this interaction in unclear, 
however.
2. A television programme can be a common interest of its viewers. Studies which 
show that people watch television in order to have something to tale about with 
other people support this assumption (eg Ostman and Jeffers, 1983).
3. Common interest stimulates interaction. Kendel (1978) studied adolescent 
friendship pairs and found that similarity of preferred activity (interest) was more 
predictive of friendship than other variable such as attitudes or personality. This 
lends some credence to the 'common sense' notion that people talk about interests 
they have in common. The findings of Korzenny and Neuendorf (1980) also 
support the assumption, in that elderly people were found to watch television in 
order to gain ideas about topics of conversation with other people.
4. Talking about a common interest is enjoyable irrespective of the amount and 
quality of feedback. Thus it is assumed, for the purposes of this present study, that 
staff will enjoy interacting with patients who may be confused, if the interaction is 
stimulated by a common interest.
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Design of the Study
An ABCBA design was chosen for this study. The reversal design was necessary in 
order to test Hypothesis 2: that target behaviour will be maintained in the absence of 
prompts.
Reversal designs, where beneficial interventions are removed in order to evaluate 
their effectiveness, raise ethical problems. These were considered and it was felt that 
the present study could be most usefully regarded as a pilot project which would 
suggest modifications to subsequent, more long term interventions along similar lines 
which would make maintenance most likely. For this reason, it was necessary to 
address the issue of maintenance directly through the design of the present study.
Hypothesis 1: that the presence of a common interest will stimulate staff/patient 
interaction in the absence of prompts, was tested by the use of two intervention phases 
(B and C). B consisted only of a prompt to watch television and C consisted of the 
provision of prompts to staff to watch television and to discuss the programme later 
with the patients.
Direct, non-participant, observations were chosen as the method of measuring levels 
of staff/patient interaction, carried out on four occasions per week. Two sessions took 
place in the afternoons, at the time scheduled for the chosen television programme, 
and two in the mornings. Each session lasted one hour. Hypothesis 3: that 
staff/patient interaction stimulated by a common interest will generalise to times of 
the day when there were no environmental cues, was tested by comparing the morning 
observation sessions over time.
Watson (1979) describes staff resistance to observation made via a video-taping 
system on the ward. Other workers eg Wells (1980) describe the willingness of staff 
to allow direct observation by human observers. For this reason, and the practical 
issues involved in observing a large day-room, direct observation with human 
observers was chosen as the method of measuring behaviour change.
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Preliminaries to the Research Study
1. The research protocol was submitted to, and passed by, the relevant District Health 
Authority Research and Ethics Committee, in September 1984.
2. Informal observations took place on two long-stay psychogeriatric wards. One of 
these seemed more suitable for observational study, owing to the relatively small 
size of the day room, and the staff were approached on this ward. The study was 
explained to them and they agreed to take part. Patients were also approached but 
they had difficulty in understanding the nature of the study.
3. Further informal observation took place on the ward chosen. The aim was to gain 
a general picture of staff/patient interaction which would aid in identifying the 
appropriate method of observation and length of observation interval.
4. A list of five soap operas was drawn up. All programmes were screened during the 
day time (between 10am and 5pm).
5. Staff and patients were asked to rank the listed programmes in order of preference. 
Staff did so, but patients found it more difficult as the soap operas were unfamiliar 
to them.
6. The 'Young Doctors', a soap opera about hospital life in Australia, was the most 
popular programme listed. It was screened at a convenient time given existing 
nursing routines and was chosen as the element of'common interest' in this study.
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Method
Setting
The study was carried out in the day room of a long-stay female psychogeriatric ward 
in a large psychiatric hospital. 26 patients were normally seated in the day room and 
an average of six staff were on duty at any one time. The day room was divided in 
half by a large shelving unit and the television situated in a comer of the room.
Plan of Day Room
meint.v. door piano
bed
tir . □ □ □ □ □ □  [ □ □ □ a
approximately kQ* -
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Room Divider
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Subjects
a) Staff The ward was staffed by two Sisters, three State Enrolled Nurses, two 
Student Nurses, six Nursing Assistants and two domestics. On average, two qualified 
nursing staff and four unqualified nursing staff were on duty during any given 
observation session. Although the staffing levels varied from one to three qualified 
staff and from three to six unqualified staff for any given session, the total number of 
nursing staff on duty tended to be constant.
b) Patients There were 26 patients who normally spent most of their day in the day 
room. The average age was 78 years. 22 of the 26 patients obtained grade 'E' 
("severe impairment: maximum dependency", Pattie and Gilleard, 1979) for both the 
Behaviour Rating Scale and Cognitive Assessment Scale of the CAPE. The grade 
most often obtained for both scales of the CAPE by the remaining four patients was 
'D@ (this indicates "marked impairment: high dependency2). The mean length of 
stay for patients on the ward was 7 years (with a very wide range - from three months 
to 44 years). The most frequent diagnosis was Senile Dementia.
Observations
The method of observation employed was momentary time sampling. This was 
chosen after consideration of a number of factors, as follows:
1. Number of available observers: only one observer was consistently available - the 
author. Wherever possible other staff were trained and carried out observations, 
for reliability purposes and for greater ease of observation of the day room. Two 
such people took part in the study, a qualified Occupational Therapist and a 
Psychology Graduate.
The limited number of observers available and the reliance upon their goodwill and 
enthusiasm made simplicity and east of observation an important consideration in 
deciding the type of observations to be made. Event recording is the most useful 
method of collecting data on an observable target behaviour (eg Godlove et al, 
1982), but it is also extremely difficult to observe a large number of people in this 
way with so few observers. For this reason, time sampling was the strategy of 
choice.
247
2. Mean length of utterance in staff/patient interactions: Informal preliminary
observations, in the day room of the ward to be studied, revealed that the most 
common type of verbal interaction between staff and patients was a very short 
(approximately five words) staff initiated, task oriented remark. No reply from the 
patient appeared to be expected. These informal findings are supported by Well's 
(1980) work which found that between 50 and 80 per cent of nurse/patient verbal 
interaction lasted less than 25 seconds. Thus, whole interval time sampling would 
probably have underestimated the frequency of staff/patient interactions. For this 
reason momentary time sampling was chosen.
3. Frequency of staff/patient interactions: Preliminary informal observations revealed 
the frequency of staff/patient interactions to be very high for short periods, perhaps 
about five minutes, when several staff entered the day room together, and very low 
for extended periods between the short patches of high frequency, when no staff 
were in the day room at all. A long interval in the time sampling procedure might 
underestimate the amount of staff/patient interaction in both high and low 
frequency periods, but especially where it was low (Godlove et al, 1982). A short 
interval (three seconds) was chosen so that a more accurate picture of the amount 
of time spent in interaction could be obtained (Ary and Sven, 1983). The short 
interval was practical, without breaks for note taking, or observer fatigue, due to 
the long periods where staff were absent from the day room.
Target Behaviours
A very simple recording technique was necessary, as there was often only one 
observer for the whole day room. Where there were two, the second observer had to 
be trained and reliability established, before participating. Measures of the content of 
staff/patient interaction would have been desirable but this was considered impossible 
given the limitations described above (i.e. patterns of interactions and number of 
observers). Wells (1980) found records of content impossible to take where only one 
observer was available. Measures of duration were also desirable but were impossible 
for the same reasons. The short interval decided upon was chosen partly to reflect 
duration of interactions via a simple frequency record. The target behaviour to be 
recorded, by a simple tally system, every three seconds, was any verbal behaviour
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directed by a staff member to a patient or by a patient to a staff member. Non-verbal 
exchanges were excluded, as were singing, patient speech directed at staff who 
ignored the speech (as staff behaviour was the target of the intervention) and resident 
- resident verbal exchanges. A tally for each dyad or discreet small group in which 
nurse/patient interaction was taking place was recorded every three seconds. Where 
no interaction occurred, no record of any sort was made. (See Appendix for example 
of record sheet).
Apparatus
Two electronic stop watches which bleeped every three seconds were used.
Procedure
The study was to run for five consecutive weeks. Each week four observation periods 
occurred, two of these were from 10 - 11 am and two from 3.30 - 4.30 pm (these 
times were normally when staff were most often in the day room and were chosen 
after consultation with staff). For each period, non-participant observations were 
made of the whole day room by either one or two observers.
WEEK 1-2 - Baseline Measures (this phase lasted two weeks due to repairs to
ward television)
WEEK 3 - Staff and patients verbally prompted to watch selected TV
programme by observer
WEEK 4 - Staff and patients verbally prompted to watch selected TV
programme. Staff asked to talk to the patients about the programme, 
immediately after it had gone off, for 10-15 minutes.
WEEK 5 Staff and patients verbally prompted to watch selected TV 
programme. No other prompts given.
WEEK 6 No prompts given. Second baseline measures taken. Two additional
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observation sessions on afternoon when programme not scheduled 
were added for comparison purposes.
WEEK 9 - Follow up. Repeat of baseline measures.
The television programme chosen by staff was screened at 3.30pm on Wednesday, 
Thursday and Fridays. So that observations could be made during the programme, 
observations took place on those days. The afternoon sessions were divided into two 
units: 3.30 - 4pm and 4 - 4.30pm. This allowed the observer to differentiate between 
when the TV programme was on and when it had just finished. Notes were taken 
whenever possible during the observation sessions, of activities of staff during periods 
of staff/patient interactions and content of interactions when this was available.
Feedback to Staff
At the conclusion of the research, nurses were given verbal and written feedback on 
findings at a staff meeting.
Inter-rater Reliability
Checks on reliability, where both observers recorded interaction in the same half of 
the day room for 10 minutes took place before the first afternoon observation session 
of each week. Additional checks were made immediately after each observer was 
trained. The average simple percentage reliability was 91.3 per cent. This may be an 
overestimate of the inter-observer reliability. For all tests the mean number of 
observer agreements of non-occurrence was 170.6, as opposed to a mean of 15 for 
observer agreement of occurrence. This means that the possibility of chance 
agreement of non-occurrence of target behaviour must be taken into account.
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RESULTS
Morning Observation Sessions
The number of staff/patient interactions observed during each one hour observation 
session from 10 am to 11 am varied from 174 to 402. The lowest number of 
interactions observed in a session was recorded during the second baseline period of 
the study. The highest number observed was in the preceding week - during the 
second "prompt TV only" phase of the study. The mean number of staff/patient 
interactions observed over all morning observation sessions was 279.72.
Afternoon Observation Sessions
The number of staff/patient interactions observed for each one hour observation 
session from 3.30 to 4.30pm varied from 91 to 638. The lowest number of 
interactions observed for any one session was during the follow up phase of the study. 
The highest number were recorded for the "prompt TV and discussion" phase of the 
study. The mean number of staff/patient interactions recorded over all one hour 
afternoon observation sessions was 277.54.
Overall the means of the raw data, (see table below, and fig. 1) suggest that there is 
more variation in the data during the afternoon observation sessions. Increases in 
staff/patient interaction appear to be related to prompts to staff and patients to watch 
television and/or to talk to each other, during the afternoon. This relationship is less 
clear for the morning sessions.
A closer examination of the raw data for the afternoon sessions which separates 
observation sessions when the television was watched from when it was not watched, 
provides further information on the source of the variation in the amount of 
staff/patient interaction recorded during the afternoons (see fig. 2).
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The raw data for afternoon observation sessions suggests that the act of watching the 
chosen television programme together increased staff/patient interaction whether this 
behaviour (watching television) was prompted or not. This is particularly noticeable 
in the second baseline phase of the study. The difference between staff/patient 
interaction when the television was watched and when it was not watched was 
significant at the 0.5 per cent level (p= 0.004257). Prompts to staff to interact with 
patients after the chosen television programme had finished did appear to increase 
staff/patient interaction. There was a 121.3 per cent increased in recorded interaction 
from the "prompt TV only" phase of the study to the following weeks where the staff 
were prompted to discuss the chosen television programme with patients after they 
had both watched it. When prompts to interact were withdrawn, but prompts to watch 
television remained, the amount of staff/patient interaction observed dropped by 44.3 
per cent (this may have been influenced by the serious illness and subsequent death of 
a patient in a bedroom on the ward during the phase of the study, the nurses felt they 
should not leave her and this meant there were fewer staff in the day room). The 
second baseline period of the study showed that when staff watched the chosen 
television programme with patients, unprompted, interaction was five times higher 
than when it was not watched (577 interactions compared with 114). Staff were not 
prompted to discuss the television programme with patients on either occasion.
It appears from examination of the raw data for the whole afternoon observation 
sessions (3.30 - 4.30pm) that watching the chosen television programme was related 
to an increase in staff/patient interaction. The effect was particularly noticeable when 
prompts to discuss the television programme were provided but the relationship 
appears to hold even in the absence of prompts.
Figure 3 shows raw data for each morning observation session across all phases of the 
study. The data appears to show that there is a direct relationship between the 
presence of occupational therapists in the day room (involving patients in projects 
such as making Christmas decorations) and the amount of staff/patient interaction 
recorded.
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No significant difference was found in the amount of interaction observed in the 
morning sessions when the chosen television programme was watched in the 
afternoon of the same day, and when it was not (p=0.654). The amount of 
staff/patient interaction for morning sessions when occupational therapists were 
present in the day room was higher than any session where occupational therapists 
were not present.
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Summary of Findings
A preliminary examination of the data suggests that variations in the amount of 
staff/patient interaction recorded for morning and afternoon observation sessions are 
related to different variables. The amount of staff/patient interaction recorded during 
the morning sessions appears to be related to the presence of occupational therapists 
in the day room. The amount of interaction in the afternoons appears to be related to 
whether the chosen television programme was watched. More variation in the data is 
apparent across afternoon sessions, than in the mornings.
Sources of Variation in the Data
It is possible to divide the data collected for each afternoon observation session into 
two sections, 3.30 - 4pm and 4 - 4.30pm (referred to as PMi and PM2). This will 
throw light on which part of the observation session is responsible for the variation in 
the data (see Figure 4). The chosen television programme was screened from 3.30 - 
4pm and the prompts to discuss the programme when it had finished meant that any 
discussion would probably occur between 4pm and 4.30pm. Thus it would be 
expected that it prompts to discuss the television programme after it had finished were 
responsible for an increase in recorded staff/patient interaction that this increase 
would occur during PM2 (4pm to 4.30pm) and that this period would be most 
responsible for variation in the data obtained for the whole afternoon observation 
sessions.
The mean number of recorded staff/patient interactions for each phase of the study, 
from 3.30 to 4pm (PMi) appears to be relatively constant (see Figure 4). There is no 
statistically significant difference in the data obtained for each phase of the study, 
when data for when the chosen television programme was watched is compared with 
when the television programme was not watched (p=0.1581).
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The mean number of staff/patient interactions recorded for each phase of the study, 
from 4pm to 4.30pm (PM2) appeared to vary much more (see Figure 4). When the 
raw data for PM2 is broken down into observation sessions following staff and 
patients watching the chosen television programme, and sessions when they had not 
watched it in the preceding half hour, there is a statistically significant difference 
between the two at the 0.5 per cent level (p=0.001641).
It appears from the data, that interactions in the period between 3.30pm and 4pm did 
not vary significantly across the phases of the study and the level of staff/patient 
interaction did not change when the staff and patients watched the chosen television 
programme.
The data shows that the amount of staff/patient interaction recorded between 4pm and 
4.30pm did increase significantly, when the chosen television programme was 
watched in the preceding half hour by staff and patients.
A further question which may be answered through examination of the data concerns 
whether there is a statistically significant difference in the number of recorded 
staff/patient interactions between measures from 3.30pm to 4pm (PMi) and 4pm to 
4.30pm (PM2). When PMi and PM2 measures are compared exclusively for when the 
chosen television programme was not watched during PMi the data shows no 
statistically significant difference between the two measures (p=0.632847). Therefore 
staff/patient interaction was found to be fairly constant across the hour of observations 
when the television programme was not watched. A comparison of measures of 
recorded interaction between PMi and PM2 when the television programme was 
watched, however, shows that there is a statistically significant difference at the 5 per 
cent level in the amount of staff/patient interaction (p=0.012349).
It appears that when the chosen television programme was watched, staff/patient 
interaction increased from 4pm to 4.30pm but not in the preceding half hour. When
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the television was not watched levels of staff/patient interaction in the day room were 
at a fairly constant level during the whole 3.30 - 4.30pm period.
Baseline Data
Baseline data collected for afternoon sessions, when the chosen television programme 
was not watched, appears fairly constant (see Figure 5). This is particularly clear 
when follow up measures and measures taken during the second baseline phase (when 
the television programme was scheduled to be screened) are examined. Only one raw 
score is available for the second baseline phase, however, as the television programme 
was watched, unprompted, during the first observation session of that phase. The first 
baseline measure is a mean of three raw scores, thus a comparison of the two baseline 
measures are not a solid basis for extrapolation and conclusion. However, the general 
picture is one of a steady baseline level of staff/patient interaction.
Confounding Factors
Several external factors appeared to influence the amount of staff/patient interaction 
recorded. These were as follows:
1. The presence of Occupational Therapists in the day room. This appeared to 
influence the amount of staff/patient interaction directly (see Figure 3). The 
number of interactions recorded during the morning observation sessions was 
always higher when Occupational Therapists were present in the day room. 
Occupational Therapists were not present during afternoon observation sessions.
2. The death of a patient. During the second 'prompt TV only' phase of the study a 
patient was seriously ill in a bedroom on the ward. Nurses commented that they 
felt she should not die alone and they spent as much of their time as possible caring 
for, and sitting with her. This meant that there were less staff present in the day 
room during the time normally scheduled for their tea break (and for discussion of 
the chosen television programme) at 4pm. It is unclear whether the withdrawal of 
prompts to staff to interact was responsible for the 44 per cent drop in recorded 
interaction for that phase of the study, or whether this is due to the absence of 
nurses from the day room while caring for the dying patient. Interaction rose, 
again, the following week (after the patient had died), when the chosen television
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programme was watched, unprompted, by 90.16 per cent. It appears, therefore that 
the reduced presence of staff in the day room from 4pm to 4.30pm may have been 
responsible for the reduced staff/patient interaction rate in the second 'prompt TV 
only' phase, rather than the withdrawal of prompts to discuss the television 
programme after it had finished.
3. Staff tea breaks. Staff tea breaks normally took place from 4pm to 4.30pm in the 
day room. Thus the prompts to discuss the television programme after it had 
finished did not influence the number of staff in the day room. Staff tea breaks 
were not normally periods of high levels of staff/patient interaction, thus prompts 
to staff to interact occurred when a minimal amount of interaction would have 
occurred. During the second follow up afternoon observation session, staff took a 
tea break from 3.30 to 4.30pm (twice the normal length), and the number of 
recorded staff/patient interactions was very low (91 interactions were recorded for 
one hour period).
4. Content of staff/patient interactions. Informal notes made by observers during 
recording who that increases in staff/patient interaction can be accounted for, at 
least partly, by an increase in the amount of television-related conversation. This 
suggests that the act of watching television together was at least partly responsible 
for the statistically significant increase in staff/patient interaction when the 
television programme had finished. Interaction during morning observation 
sessions was noted to be almost exclusively task-focused. The staff were never 
heard to mention the chosen television programme to patients, during morning 
observation sessions by any of the three observers.
Statistical Analysis
Student's t-test was used to determine statistical significance. This was appropriate in 
view of the small number of data points to be compared (Swinscow, 1976). The 
number was so small, however, that any conclusion drawn from the data can only be 
tentative. A larger study with more data points for each phase would yield stronger 
evidence for any conclusions suggested. An analysis of variance was not undertaken, 
due again to the small number of data points.
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Examination of Hypotheses
Hypothesis 1. This was that a common interest of staff and patients will increase 
interaction in the absence of prompts.
The mean number of staff/patient interactions recorded when the chosen television 
programme was watched, but no prompts to discuss it were provided, was 375.5. This 
represents a 143.3 per cent increase in interaction from the mean number of recorded 
interactions when the television was not watched and interaction was not prompted 
(x+154.33). Thus it appears that watching a chosen television programme together 
did increase staff/patient interaction in the absence of prompts. Where figures include 
the phase of the study when prompts to interact were provided the difference between 
the amount of recorded interaction when the television was watched and when it was 
not watched, was significant at the 0.5 per cent level (p=0.004257). Thus the first 
hypothesis has been confirmed, if the television programme chosen is assumed to 
have been a 'common interest'.
Hypothesis 2 This was that a task which constituted an interest for staff will be 
maintained in the absence of prompts. The hypothesis contains two elements: the 
issue of whether the task constituted an interest for staff and that of whether any 
behaviour change was maintained.
a) Maintenance. Two types of staff behaviour were targeted by the intervention - (i) 
watching the chosen television programme with patients and (ii) interacting with 
them. The evidence suggests that these were strongly related, but they may be 
examined separately:
(i) Watching television. This behaviour occurred whenever prompted. It occurred 
only once unprompted; on the first afternoon of withdrawal of prompts to 
watch the chosen television programme. On subsequent afternoons, including 
at follow up, the chosen television programme was not watched. No 
maintenance of this behaviour occurred.
(ii) Staff/patient interaction following the chosen television programme. This
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increased by 120 per cent when prompted. It declined in the following phase of 
the study when only watching the chosen television programme was prompted 
(prompts to discuss the television programme had been withdrawn), although it 
remained above baseline measures. This rapid decline may have been due to 
the concern of the staff for a dying patient and their consequent absence from 
the day room. Support for this is found in the fact that interaction levels 
increased the following week, when the patient had died and no prompts to 
interact were provided. The higher level of recorded interactions during 
afternoon observation sessions was maintained in the absence of prompts to 
interact for as long as prompts to watch the chosen television programme were 
provided. When these were discontinued, staff watched the television 
programme only once, and this was accompanied by a high level of recorded 
interaction. When staff ceased watching the chosen television programme 
altogether interaction declined rapidly and was below baseline measures at 
follow up. Maintenance of improved levels of staff/patient interaction, in the 
absence of prompts, was limited and no long term maintenance occurred.
b) Television viewing as an interest of staff. One possible reason for the lack of 
maintenance of staff behaviour change is that the television programme chosen did 
not become an interest of staff and, therefore, no incentive to watch or discuss it 
existed in the absence of prompts. In order to clarify this issue it is necessary to 
examine the third hypothesis in the light of the results.
Hypothesis 3. This was that staff/patient interaction increased by a common interest 
at a specific time will generalise to other parts of the day.
Data obtained during morning observation sessions and that collected for comparison 
purposes on two afternoon of the second baseline phase of the study, serve as tests of 
generalisation.
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Variations in the data collected for morning observation sessions were considerably 
smaller than variations obtained in the data collected for afternoon sessions. For 
example: staff/patient interaction increased by 121.3 per cent from the first 'prompt 
TV only' phase of the study to the 'prompt TV and discussion' phase, the following 
week during the afternoon observation sessions. For the same period, the morning 
observation sessions yield mean numbers of recorded staff/patient interaction that are 
almost identical (prompt TV only = 277, prompt TV and discussion = 274). The 
morning observation sessions appeared to have higher levels of recorded staff/patient 
interaction when occupational therapists were present in the day room; for example, 
the second 'prompt TV only' phase of the study has the highest mean number of 
recorded staff/patient exchanges (x=380.5) across all phases (for morning observation 
sessions) and two occupational therapists were present in the day room (making 
Christmas decorations with patients), during both morning observation sessions of 
that phase.
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During other phases of the study, occupational therapists were either not present at all 
or only present for one of the morning observation sessions in a given phase. 
Informal notes made by observers indicate that the content of staff/patient interactions 
did not include any reference to the chosen television programme during morning 
observation sessions.
Staff/patient interaction levels were lower during the afternoon observation sessions 
of the second baseline phase when the television programme was not scheduled to be 
screen (x no. of interactions = 165.5) than the number of interactions for the second 
baseline measure when the television programme was watched (577). When the 
programme was scheduled but not watched during the same week, the number of 
recorded interactions was also low (114). It appears, therefore, that high levels of 
staff/patient interaction obtained when staff and patients watched a chosen television 
programme together did not generalise to other days or times.
This suggests that the chosen television programme did not become a common 
interest of staff and patients.
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Discussion
The examination of the hypotheses in the light of the results has suggested that 
watching a television programme together increases staff/patient interaction in the 
absence of prompts, but that this improvement does not generalise to other times of 
the day - when the television is off. Further, there is slight evidence that the 
improvement in staff/patient interaction is maintained when the television programme 
is watched but that this rapidly disappears when the television programme is not 
watched.
The chosen television programme did not seem to become a common interest of staff 
and patients but it did appear to become a focus of interaction.
It may have been that staff/patient interaction increased when staff were prompted to 
watch television with the patients because they were, indirectly, prompted to be in the 
day room and thus available to talk to the patients. Data which includes measures of 
numbers of staff present in the day room at each observation interval would be useful 
to clarify the issue, but as this is not available, owing to restricted numbers of trained 
observers, inferences may be drawn from the existing data. This shows a dramatic 
increase in staff/patient interaction in the sessions between 4pm and 4.30pm after 
prompts to watch the chosen television programme and to discuss it were provided. 
The staff were present in the day room for all phases of the study at this time, either 
having a tea break or talking to patients after the programme had finished. Thus, it 
appears to be the activity of staff, rather than their presence, which governed the 
levels of recorded staff/patient interaction. Where a focus for staff/patient interaction 
was present, it increased.
Methodological Issues
1. Data collection. The number of staff in the day room at any given interval was not 
recorded. Thus the data represents the gross amount of interaction occurring but 
do not give an account of the opportunity for interaction. The presence of 
Occupational Therapists in the day room appeared to be crucial to the amount of
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interaction recorded during morning observation sessions, thus it appears that the 
number of staff in the day room during the observation session may have a real 
effect on the interaction rate. Occupational Therapists did not run activity sessions 
on the ward during the afternoon.
Information from the Nursing Records Office indicates that staff numbers were 
relatively constant throughout the study, although no information can be obtained 
on numbers in the day room, where recording was taking place. Where staff 
numbers in the day room have deviated from the norm significantly this was noted 
by the observer(s) eg during the episode of terminal illness, already described. A 
minimum of two observers throughout the study would have been necessary to 
collect data on staff presence in the day room, at three second intervals. A 
maximum of two observers were available during the study, and often only one 
took part, observing the whole day room alone. For this reason, reliable data on 
the amount of staff/patient interaction expressed as a proportion of the numerical 
opportunity to interact was impossible to collect.
The above represents a serious methodological flaw in the present study and nay 
conclusions suggested must be treated with caution. The findings obtained, 
however, are sufficiently striking to suggest that further research, with more 
resources and time available to execute a stronger design would yield reliable and 
interesting data on the influence that watching television together has on the 
interaction of staff with elderly patients.
2. Nursing routine. The nursing routine placed restrictions upon the television 
programme chosen in the study. Staff had remarked, on being presented with a list 
of possible television programmes that they would have preferred to watch 
"Coronation Street" to any of those listed. This may also have been especially 
suitable as a possible interest of elderly patients due to the length of time that this 
series has been popular (23 years) - they may have remembered the characters 
from their viewing at home. Unfortunately, the nursing routine made it difficult to 
use "Coronation Street" as the chosen television programme as it is screened at
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7.30pm, shortly after the change from day staff to night staff. This meant that any 
generalisation of improved levels of staff/patient interaction could not be observed 
during the day. The possibility of videotaping each episode was considered so that 
the programme could be viewed during the day time. Maintenance of behaviour 
change was an issue central to the present study, however, and it was felt that if 
each episode were to be recorded on tape, this would complicate the issue of 
maintenance and reduce the possibility of it occurring. An intervention in a setting 
unrestricted by nursing or care giving routines at 7.30pm might profit by using 
"Coronation Street" as a focus for staff/patient interactions.
Ostman and Jeffers (1983) and Korzenny and Nuendorf (1980) found that elderly 
viewers watched news and current affairs programmes more frequently than any 
other type of television programme. The possibility of using the combined 
television programmes of the 'News' and 'Granada Reports' as a choice on the list 
of possible television programmes was considered. Unfortunately these 
programmes were screened at 1pm. This was inconvenient owing to the lunchtime 
ward routines.
Barton (1977) suggests that soap operas can act as a substitute for real-world 
communication, where this is unavailable. Thus, it was hoped that watching a 
television soap opera would have a slightly beneficial and enjoyable effect on the 
patients in the study, even if staff/patient interaction was unchanged. It was also 
hoped that patients who chose to remain disengaged could enjoy this relatively 
undemanding form of communication. For these reasons, the Television News was 
not felt to be as appropriate a choice of television programme as a soap opera, 
given the aims of the present study. A further study, investigating the effects of the 
television news on staff/patient interaction may yield interesting results however.
3. An assumption underlying the design of this study was that staff would enjoy 
talking about a common interest with elderly patients. The assumption was tested 
indirectly in that enjoyment of a target behaviour was expected to maintain it in the 
absence of prompts and to facilitate generalisation. The target behaviour was not
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maintained and did not generalise. Whether this is due to lack of enjoyment in the 
task, a higher priority given to other tasks or whether enjoyment is not related to 
maintenance and generalisation, remains unclear. It may prove useful to involve 
nurses in a discussion of the beneficial effects of nurse/patient interaction on their 
patients prior to the intervention, in order to provide motivation to interact where 
enjoyment may be lacking.
4. Another assumption made for the purposes of the present study was that staff are 
able to talk to patients when promoted to do so. This was supported in that levels 
of staff/patient interaction did increase when prompted. The assumption ignores, 
however, the quality of that interaction. Informal notes made during observation 
sessions by observers indicate that, often, the discussion of the television 
programme when it had finished involved little more than a nurse asking the 
question "did you enjoy that?" to several patients in turn. Often nurses looked 
uncomfortable or embarrassed and appeared to be at a loss for words. Staff 
training in talking to elderly patients, including modelling by other already skilled 
nurses and role play, may help staff to feel more at ease with their patients, enjoy 
interaction more, and improve the quality of the exchange.
5. Content measures. Recording and analysis of the content of all staff/patient 
interaction during the observations period would have been extremely useful in 
isolating the type of interaction responsible for the increase in that behaviour. It 
would also have facilitated a more reliable test of generalisation to sessions when 
the television programme was not screened. Unfortunately, content recording is 
very difficult (eg Wells, 1980) and it would have been impossible, without a large 
number of observers, to record the content of every nurse/patient exchange for an 
hour-long session in a large day room.
6. Observer Effects. The nurses and other staff on the ward did not appear to find the 
presence of an observer(s) intrusive. They appeared not to notice her presence 
except when prompted to discuss the chosen television programme with the 
patients after it had finished. During this phase of the study, nurses sometimes
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looked at the observer, gesturing that they were at a loss for words and seeming 
embarrassed. This behaviour disappeared when prompts to interact were 
discontinued. Patients on the ward appeared to accept the observer(s) without 
question, once introduced, and rarely approached her/them. Consideration of 
observer effects influenced the decision not to discuss the beneficial effects of 
staff/patient interaction with the purses prior to the study.
7. Observer Roles. In the present study, the observer(s) provided prompts to staff 
prior to some of the observation sessions. This may have meant that staff were 
more likely to behave as prompted. A positive modification to any similar future 
research would be the use of separate 'prompters' and 'observers'.
In this study, watching television together did not appear to become a common 
interest of staff and patients. It did seem to increase staff/patient interaction, however, 
particularly where prompts were provided. The television appeared to become a 
focus for their exchanges. Wells (1980) noted, from her content analysis of 
staff/patient interaction on a hospital ward for elderly people, that "the majority of 
sustained nurse-patient communications were about procedures and tasks and were 
not focused upon the patients" (pl21). Other writers have noted that most interactions 
are centred upon an activity or task - usually a physical care routine (eg Stockwell, 
1984). Thus it seems that staff usually talk to patients about the task they are 
currently executing and in this case watching television was a task they were asked to 
perform. This task became a focus for conversation, even when conversation was not 
prompted. The intervention resulted in a rapid increase in interaction when this was 
prompted, which may have been partly due to its corresponding with a strength of the 
status quo, task-focused interaction between staff and patients. Woods and Cullen 
(1983) suggest working within the existing strengths of the system when seeking to 
change staff behaviour. It seems that the present study may owe its success in 
increasing staff/patient interaction to this, in that it provided a task for nurses to 
perform and prompted task-focused staff/patient interaction.
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Directions for Future Research
Methodological issues considered above indicate possible modifications to the present 
study which would prove useful to any subsequent intervention along similar lines. 
These included:
1. Content analysis of interaction.
2. Discussion of beneficial effects of staff communication on patients, prior to the 
intervention.
3. use of a television programme more highly valued by staff and patients (eg 
Coronation Street, News).
4. Staff training in communication skills, prior to the intervention, or as part of the 
intervention.
5. Collection of data detailing factors affecting amount of staff/patient interaction eg 
number of staff in the day room.
6. Use of separate prompters and observers.
A project described by Sadler (1984) suggests an extension of the present study. 
Sadler describes a scheme to establish a cable television service in a psychiatric 
hospital. Nurses and Manpower Service Commission Workers run a television studio 
at the hospital which transmits programmes by cable to over half the wards in the 
hospital. Programmes are normally transmitted at 4.15pm to coincide with a period of 
low activity on the wards. Programmes include hospital news, interviews with 
hospital 'personalities' and with people from the community and an educational series. 
Sadler quotes a senior nurse at the hospital as stating "the long stay and elderly 
patients seem to gain most from VIPER programmes" (p37). (VIPER stands for: 
Video Installation for Patients' Entertainment and Recreation).
This scheme has obvious advantages in the light of the findings of the present study. 
Davis (1971) has commented that the elderly, in his community survey, felt that their 
needs were not catered for by current television programmes. This problem can only 
be compounded when the audience is institutionalised. A hospital-based television 
service can tailor its programmes to meet the needs of its audience and may also serve 
to stimulate the interest of staff. Their working environment is something they share
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with their patients and it may become a common interest through television, where 
soap operas may fail.
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Appendices
Appendix 1 
Raw Data
Condition AM PM
10-11 3.30-4.00 4.00-4.30 TOTAL
Baseline 342 145 150 295
353 114 59 173
245 60 85 145
Means 313.3 106.3 98 204.3
Prompt TV only 374 61 209 270
180 52 170 222
Means 277 56.5 189.5 246
Prompt TV and 230 229 409 638
Discussion 318 107 344 451
Means 274 168 376.5 544.5
Prompt TV Only 359 144 123 267
II 402 115 225 340
Means 380.5 129.5 174 303.5
Baseline II 251 161 416 577
174 74 40 114
Means 212.5 117.5 228 345.5
Comparison 101 110 211
Observations 41 79 120
Means 71 94.5 165.5
Follow-Up 233 74 102 176
209 77 14 91
Means 221 75.5 58 133.5
2 82
Appendix 2
Research Protocol
LEVELS OF COMMUNICATION ON 
A LONG STAY ELDERLY WARD: 
RESEARCH PROTOCOL
Research Supervisor: 
Research Worker: 
Dates Proposed:
Aims of the Research:
Hypothesis:
Setting:
Common Interest:
Research Design: 
Conditions:
Alan Tatham, Principal Clinical Psychologist 
Catherine Amor, Trainee Clinical Psychologist 
October 1984 to December 1984
To find a cheap, convenient way of increasing levels of 
communication between staff and elderly patients, in an 
institutional setting.
To do so in a way that is in keeping with the principles of 
normalisation.
That providing a common interest would increase staff 
interaction with patients, in the day room in the course of 
an ordinary working week.
Long stay female ward on nursing team, elderly services 
side ( Ward, Hospital).
TV programme to be chosen from a list of possible 
preferences by staff and residents.
Multiple Baseline, ABCBA design.
A. Baseline measures of interaction between staff and 
patients, to be taken in the ward day room. 
Observations to take place during two mornings and 
two afternoons of the same week.
B. Staff and residents to be prompted to watch selected 
TV programme for one week. Measures as for 
baseline.
C. Staff and residents to be prompted to watch selected 
TV programme and each member of staff asked to 
lead a discussion group of residents immediately 
following the programme, for 15 minutes. Measures 
as for baseline for one week.
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B. Staff and residents prompted to watch selected TV 
programme for one week. Measures as for baseline.
Follow Up: 
Measures:
Ethical Considerations:
A. No prompts to staff or residents. Measures as for 
baseline for one week.
Follow up measures to be taken at two weeks.
Direct observation measures to be used. Continuous 
observation of staff and residents for four, two-hour 
periods per week. Frequency and content of all 
interactions between staff and patients in the day room, 
during the observation period, to be recorded. Two 
observers will take measures and inter-rater reliability 
will be established.
The research proposal and format have been discussed 
and agreed to by all staff involved:
Ward staff 
Nursing Officer
Assistant Director Nursing Services (Elderly) 
Consultant Psychogeriatrician 
The proposal also has the backing of the Elderly Services 
Management Team at Prestwich Hospital.
All prompts to residents will be couched in non-directive 
terms. Residents will have the right not to participate if 
they so choose.
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Appendix 3
Example of Observation Record Sheet
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Appendix 4
Programme Preference List
Please rank the TV programmes below in order of preference (by putting a T  in the 
box next to the programme that most appeals to you, a '2' next to the one that appeals 
most after that and so on, until you have put a '4' next to the programme that you 
would least like to watch).
DALLAS
ALICE
THE SULLIVANS
Drama of life amongst the rich and 
successful in Dallas, Texas.
Screened every week day, at 3 pm
Comedy set in Arizona USA, where 
the heroine is a waitress in a cafe. 
Screened every week day, at 5pm.
Drama of life during Word War II in 
an Australian family.
Screened at 12.30pm on Tuesday, 
Wednesday and Thursday.
THE YOUNG DOCTORS Drama of life in a big city hospital in
Australia.
Screened on Wednesday, Thursday 
and Friday at 3.30pm.
When completed please return to: Cathy Amor
Psychology Department 
Hospital
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Appendix 5 
Feedback to Staff
THE PROJECT ON_________WARD
THE PROJECT
The aim of the project was to increase the amount of time that staff and elderly 
patients talk to each other socially. It was felt that this might be difficult as they have 
so few common interests. Both staff and patients were asked to watch a soap opera 
on TV to give them a common interest. The programme had been chosen from a list 
of soap operas, by staff, before the project started.
The amount that staff and patients talked together was recorded for four hours each 
week (two hours on separate mornings and two on afternoons when the programme 
was on).
_________WARD
The staff and patients on ward already seemed to talk to each other quite a lot.
However, the ward had been recommended as a good ward on which to carry out the 
project and the day room was the ideal shape and size for the recording.
HOW IT WAS DONE
The project was in five stages. The number of times that staff and patients talked to 
each other was recorded for each stage.
STAGES
1. Records were taken for two weeks before the TV programme was chosen.
2. The staff were asked to watch the TV programme with the patients.
3. The staff were asked to watch the programme and chat to the patients for about ten 
minutes after it had finished.
4. The staff and patients were asked to watch the programme but not reminded to 
chat.
5. No mention was made of the programme.
The project was planned this way to see if the programme was interesting enough for 
staff and patients to watch it together and chat, even when not asked to. Measures 
were also taken every two weeks after the project had finished, to see if any change 
was kept up.
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THE RESULTS 
Feedback to Staff contd.
IfO O  -
“ST of* effefseoj
COMMENTS
The Results showed that watching a TV programme together did increase the amount 
of time staff and patients talked to each other. This was true even when staff were not 
asked to chat to the patients after the programme, but it was more noticeable when 
they were.
The TV programme (Young Doctors) did not seem to catch people's interest. It might 
have been better to use a more popular programme - the nurses suggested Coronation 
Street.
SUGGESTIONS
It might be a good idea to try watching Coronation Street regularly with the patients 
and trying to stimulate their interest by mentioning it to them at other times during the 
day.
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Feedback to Staff (cont.)
THANKS
I would like to thank the staff and patients on ward for making the project
so enjoyable and for putting up with my "bleeper".
Thanks also to Chris Kelman and Rhiannon Jones for help with the recording.
CATHY AMOR
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